REHABILITATION 
in  Tropical  Africa  1963 


A  report  on  existing  services  with  certain 
recommendations  for  developments  by 
DUNCAN  GUTHRIE 

Director 

National  Fund  for  Research  into  Poliomyelitis 
&  Other  Crippling  Diseases 


Vincent  House,  Vincent  Square,  London  SWl 


AmericanFoundation 

F0RTHEBLIND<nc. 


Maps  in  this  box  are  in  the  same  scak. 


INTRODUCTION 


As  a  preface  to  this  report  there  will  be  found  a  map  of  the  African 
continent.     I  have  taken  the  opportunity  of  adding  a  further  outline  map  of 
Africa  over  which  have  been  superimposed,  on  the  same,  scale,  some  other  countries 
of  the  world  which  are  likely  to  be  better  known  to  the  reader  of  the  report 
and  whose  sizes  will  be  more  readily  appreciated.    It  is  a  safe  wager  that  at 
least  nine  out  of  ten  readers  of  this  report  will  admit  to  astonishment  at  the 
relative  size  of  Africa. 


I  have  also  included  some  statistics  of  the  individual  countries  referred 
to  in  the  report  and  have  set  them  beside  similar  figures  for  the  United  Kingdom 
and  the  United  States  of  America.    The  blatant  disparity  in  these  figures  will 
also  be  a  cause  for  head-shaking.    But  the  purpose  of  the  report  is  not  to 
point  the  finger  of  criticism  -  if  indeed  criticism  there  is  -  but  to  draw 
attention  to  the  need  for  development  of  rehabilitation  services  and  to  suggest 
some  of  the  places  where  this  may  be  most  constructive. 

Paradoxically  the  places  where  the  need  is  greatest  are  often  the  places 
where  rehabilitation  projects  would  be  most  difficult  to  establish  and  be  most 
abortive  in  their  results.    A  country  that  has  negligible  medical  services, 
few  hospitals  and  no  orthopaedic  surgeons,  does  not  provide  fertile  ground  for 
helping  the  disabled  and,  however  much  one's  humanity  protests,  more  good  is 
effected  by  establishing  rehabilitation  projects  where  medical  services  are 
already  in  operation. 

There  is  danger  too  that  rehabilitation  may  be  considered  the  frippery  of 
medicine  and  postponed  till  long  after  it  should  have  been  taken  into  the 
general  pattern  of  medical  welfare.    A  District  Officer  in  Tanganyika  protested 
to  me  that  his  people  did  not  need  rehabilitation  but  a  dam  so  that  they  could 
grow  their  crops.    He  was  wrong,  of  course:    they  needed  rehabilitation  and  a 
dam.    Here  was  the  administrator's  pitfall  of  seeking  priorities.    No  doubt 
prevention  by  public  health  measures  is  better  than  a  cure  by  rehabilitation 
but  are  those  poor  crippled  children  who  slip  twisted  through  prevention' s  net 
to  be  left  crawling  on  all  fours  while  drains  are  built  and  elementary  hygiene 
lessons  are  held  in  the  market  place? 

Although  it  must  be  unsound  to  generalise  about  the  eleven  and  a  half 
million  square  miles  of  Africa,  it  has  been  estimated  that  forty-five  per  cent 
of  the  babies  born  to  non-urbanised  African  mothers  die  before  the  age  of  five. 
This  figure  may  seem  incredible  in  comparison  to  the  mortality  figures  of 
Europe  or  North  America  but  we  note  that,  whereas  in  the  mythology  of  Greece 
or  Western  Europe  or  even  of  the  American  Indian,  the  shades  of  the  Under-  or 
the  Other  World  are  those  of  the  aged  or  the  warriors  killed  in  battle,  Amos 
Tutuola,  the  Palm-Wine  Drinkard  of  Nigeria,  has  other  'deads'   in  his  African 
folk  lore.     'We  met  about  400  dead  babies  on  that  road  who  were  singing  the 
song  of  mourning  and  marching  to  Deads'  Town  at  about  two  o'clock  in  the  mid- 
night and  marching  towards  the  town  like  soldiers,  but  these  dead  babies  did 
not  branch  into  the  bush  as  the  adult -deads  were  doing  if  they  met  us,  all  of 
them  held  sticks  in  their  hands.     But  when  we  saw  that  these  dead  babies  did 


not  care  to  branch  for  us  then  we  stopped  at  the  side  for  them  to  pass  peace- 
fully, but  instead  of  that  they  started  to  beat  us  with  the  sticks  in  their 
hands'  .    This  is  certainly  the  nea  culpa  of  the  African  for  his  dead  children.. 
These  dead  babies  were  the  most  fearful  creatures  for  us'  -  as  they  are  for 
anyone  who  has  a  concern  for  Africa, 

But  happily  this  annual  slaughter  must  abate  as  maternity  and  paediatric 
services  improve.    However,  with  the  abatement  there  will  as  surely  be  an 
increase  in  the  crippled  children  that  are  kept  alive  to  stumble  or  crawl 
around  their  homes  for  want  of  treatment  or  equipment.      , . 

There  is  already  an  increase  in  adult  disability  from  industrial  injuries 
and  road  accidents.    There  is,  too,  the  horror  of  disability  resulting  from 
gang  fights,  paraplegia  from  the  carefully  aimed  and  sharpened  bicycle  wheel 
spokes  fashioned  in  the  hatred  and  squalor  of  Johannesburg  slums. 

Whatever  the  cause,  crippling  in  Africa  is  wide-spread  -  far  wider  spread, 
in  fact,  than  is  seen  by  the  visitor  who  cannot  peer  into  the  dark  corners  of 
African  huts  and  relies  for  estimates  on  his  own  eyesight  or  the  fallacious 
statistics  of  scattered  hospitals.    If  it  were  possible  to  take  a  pan-African 
census  of  disability  and  of  death  from  the  kind  of  disability  that  in  Europe 
and  America  has  become  little  more  than  an  inconvenience,  the  figures  would 
astound  us.    A  quarter  of  a  million  lepers  in  Ethiopia;     1,300  hand  injuries 
per  year  in  the  hand  injury  clinic  of  Mpilo  Hospital,  Bulawayo;  the  sheer 
absence  of  any  kind  of  figure  for  the  disabled  of  Somalia,  where  eighty-five 
per  cent  of  the  population  is  nomadic.    These  represent  just  a  minute  fraction 
of  what  there  is  to  be  undertaken  in  the  field  of  rehabilitation. 

It  is  cheering  that  a  start  has  been  made.    An  ambitloris  and  well-planned 
rehabilitation  service  is  being  developed  in  Ghana.    Jairos  Jiri  has  overcome 
the  original  scepticism  of  the  authorities  with  his  rehabilitation  centre  at 
Bulawayo  and  won  support  for  two  further  units  and  now  a  large  rehabilitation 
centre  in  Salisbury.    Dr.Conteh  flourishes  and  fights  for  better  services  in 
Sierra  Leone.    Mr. Oscar  Barry,  PRCS,  initiates  the  Fund  for  the  Disabled  and 
builds  w  services  for  the  crippled  of  Ethiopia. 

The  National  Fund  for  Research  into  Poliomyelitis  &  Other  Crippling 
Diseases  has  recently  made  a  grant  of  £30,000  for  research  into  rehabilitation 
in  Uganda.    This  work  will  be  supervised  by  the  Department  of  Surgery, 
University  College  of  East  Africa,  Makerere.    It  is  an  example  of  the  wisdom 
of  spending  money  where  the  work  is  likely  to  be  fertile.    It  must  be  galling 
for  many  others  in  Africa  to  look  at  Makerere  with  its  superb  new  Mulago 
hospital  and  see  that  yet  more  subvention  is  going  there.    But  the  knowledge 
gained  here  can  be  worth  a  hundred  times  what  could  be  achieved  in  a  smaller 
place.    Moreover,  the  National  Fund  has  stipulated  that  although  the  research 
workers  will  certainly  be  working  in  East  Africa,  they  must  be  thinking  in 
wider  terms.    To  insure  that  the  medical  authorities  in  as  many  parts  of  Africa 
as  possible  are  aware  of  what  is  being  undertaken  at  Makerere,  the  Fund  has 
agreed  to  underwrite  a  Symposium  on  Rehabilitation  in  Africa  at  Kampala  in  1964. 


The  National  Fund  has  also  approved  a  grant  of  £20, 000  to  establish  a 
School  of  Physiotherapy  -  the  Abayomi  School  of  Physiotherapy  -  in  Ibadan, 
Nigeria,  which  it  is  hoped  will  serve  as  a  pattern  for  other  countries  in  West 
Africa  and  elsewhere.    Again,  this  grant  has  gone  where  there  is  a  flourishing 
University  College  Hospital,  but  again  it  is  felt  that  this  is  the  constructive 
action  to  take  and  that,  as  it  will  be  able  to  accept  students  from  outside 
the  Federation,  more  people  will  benefit  in  the  final  analysis. 

The  Fund  has  also  shared  with  the  Royal  Commonwealth  Society  for  the  Blind 
the  salary  of  an  ex-patriate  manager  for  the  Jairos  Jiri  Rehabilitation  Centre 
at  Bulawayo. 

These  few  research  projects  only  scratch  the  surface  of  what  is  needed  in 
Africa. 

I  was  invited  to  visit  Africa  by  the  International  Society  for  Rehabilita- 
tion of  the  Disabled  who  made  a  generous  contribution  towards  the  expenses. 
At  the  same  time  as  recording  ray  sincere  thanks  to  the  International  Society 
as  well  as  to  the  National  Fund  for  Research  into  Poliomyelitis  &  Other  Cripf 
pling  Diseases,  I  should  like  to  ask  both  bodies  to  consider  with  great  sympathy 
any  appeals  for  assistance  that  they  may  receive  from  Africa.    Money  spent  In 
Africa  may  well  affect  the  welfare  of  more  human  souls  than  in  any  other  part 
of  the  world.    It  may  bring  more  happiness  and  mitigate  more  suffering.  It 
may  even  help  to  prevent  Africa  becoming  a  continent  of  very  disconsolate  and 
desolate  people. 

%  thanks  are  also  due  to  the  Diplomatic  representatives  of  many  of  the 
countries  I  visited  and  to  the  medical  men  and  women,  too  numerous  to  mention 
by  name,  who  helped  me  with  my  enquiries.    I  was  sorry  that  permission  was  not 
forthcoming  from  Lisbon  for  me  to  visit  Portuguese  territories  in  Africa. 

Duncan  Guthrie 


April,  1963 


CAMEROUN 


COMPARATIVE  STATISTICS 


CAMEROUN 

UNITED 
KINGDOM 

U.  S.  A. 

Area  (in  square  miles) 

160,000 

93,000 

3,553,898 

Area  (in  square  kilometres) 

413, 500 

240,870 

9,204,595 

Population 

4,900,000 

52,673,000 

183,285,000 

Number  of  Doctors 

159 

70,800 

245,000 

Population  per  Doctor 

30,800 

744 

748 

Number  of  Hospitals 

4 

3,  280 

6,923 

Number  of  Hospital  Beds 

2,  208 

577, 100 

1,669,789 

The  Republic  of  Cameroun  lies  between  Nigeria  to  the  north  and  Gabon  and 
the  Congo  (Brazzaville)  to  the  south.    To  the  east  are  Tchad  and  the  Central 
African  Republic  while  to  the  west  is  the  Atlantic  Ocean. 

Rehabilitation  services  do  not  exist  in  the  Cameroun  beyond  the  periodic 
visits  of  the  French  mobile  rehabilitation  unit  based  on  Fort  Lamy  in  Tchad. 
This  unit  belongs  to  the  French  Ministere  des  Anciens  Combattants  et  Victimes 
de  la  Guerre  and  is  responsible  for  ex-servicemen  from  the  French  army  and 
their  families.    The  make-up  of  the  unit  is  similar  to  that  at  Dakar,  of  which 
there  is  a  description  under  'Senegal' . 


CENTRAL  AFRICAN  REPUBLIC 


COMPARATIVE  STATISTICS 


CENTRAL 
AFRICAN 
REPUBLIC 

UNITED 
KINGDOM 

U.  S.  A, 

Area  (in  square  miles) 

ijo ,  yjyjyj 

«j ,  ODo,  oyo 

Area  (in  square  kilometres) 

660,000 

240,870 

9, 204,595 

Population 

1, 170,000 

52,673,000 

183, 285.000 

Number  of  Doctors 

30* 

70,800 

245,000 

Population  per  Doctor 

39,000 

744 

748 

Number  of  Hospitals 

3,280 

6,923 

Number  of  Hospital  Beds 

1,884 

577, 100 

1, 669. 789 

*There  are  a  further  ten  doctors  engaged  on  administrative  work. 


The  Central  African  Republic  is  a  landlocked  territory,  with  the  Cameroun 
Republic  to  the  west.  Tchad  to  the  north,  the  Sudan  to  the  east  and  the  two 
Congo  republics  to  the  south.    Originally  known  as  Oubangui-Chari.  it  was 
added  to  the  French  colonies  of  French  Equatorial  Africa  in  the  earlier  part 
of  the  twentieth  century.     In  i960  the  Central  African  Republic  became 
independent  but  retained  close  links  with  other  former  members  of  French 
Equatorial  Africa.    It  is  an  extremely  poor  country  and  must  remain,  in  its 
independence,  dependent  on  outside,  at  the  present  French,  assistance. 

The  mobile  column  operating  from  Fort  Lamy  in  the  Tchad  includes  the 
Central  African  Republic  in  its  regular  itinerary. 


CONGO  (BRAZZAVILLE) 


COMPARATIVE  STATISTICS 


CONGO 

UNITED 

L.  S.  A. 

(BRAZZAVILLE) 

KINGDOM 

Area  (in  square  miles) 

132.046 

93,000 

3,553,898 

Area  (in  square  kilometres) 

342.000 

240,870 

9,204,595 

Population 

760,000 

52,673,000 

183,285,000 

Number  of  Doctors 

40* 

70,800 

245,000 

Population  per  Doctor 

19.000 

744 

748 

Number  of  Hospitals 

2 

3,280 

6,923 

Number  of  Hospital  Beds 

1,400 

577, 100 

1.669,789 

♦Of  whom  only  one  is  Congolese. 


The  Republic  of  Congo  (Brazzaville)  is  one  of  the  four  independent 
republics  which,  in  1960,  divided  up  old  French  Equatorial  Africa.  Trench' 
Congo  has  a  seventh  of  the  land  area  and  a  twentieth  of  the  population  of  its 
neighbour,    "Belgian'  Congo  or  Congo  (Leopoldville) ,  which  lies  across  the 
enormous  river  from  which  they  both  take  their  name  and,  apart  from  a  certain 
amount  of  timber,  has  no  particularly  impressive  resources.    Economic  and 
sentimental  ties  with  France  still  remain  strong. 

Medical  services  are  limited.    There  are  no  orthopaedic  surgeons, 
orthopaedic  hospitals  or  rehabilitation  centres.    There  is  one  orthopaedic 
workshop  established  by  the  French  Government  mainly  for  war  veterans,  but 
now  being  used  by  the  Congolese  Government  in  accordance  with  an  agreement 
made  between  the  two  Governments.    Artificial  limbs  are  not  available. 


CONGO  (LEOPOLDVILLE) ,  REPUBLIC  OF 


COMPARATIVE  STATISTICS 


THE  CONGO 

UNITED 
KINGDOM 

(J.  s.  A. 

Area  (in  square  miles) 

900, 000 

93, 000 

3,553,898 

Area  (in  square  kilometres) 

2.331,  000 

240,870 

9.204. 595 

Population 

15,  000,  000 

52,673,000 

183  .  285  ,  000 

Number  of  doctors 

500* 

70.800 

245. 000 

Population  per  Doctor 

30,000 

744 

748 

Number  of  hospitals 

3.280 

6.923 

Number  of  hospitals  beds 

72,000 

577, 100 

1.669.789 

*182  provided  by  WHO. 


The  enormous  country  of  the  Congo  -  roughly  the  area  of  Western  Europe  - 
represents  Belgium' s  ex-colony,  a  frankly  commercial  concept  in  which  up  till 
1957  neither  black  nor  white  had  a  vote.    In  1955  Lovanium  University  was 
established  in  Leopoldville  but  by  the  time  of  the  country's  independence  in 
1960  there  were  only  13  African  graduates.    No  African  had  been  allowed  to 
become  a  doctor,  nor  indeed  to  rise  above  the  rank  of  Medical  Assistant  as  in 
the  army  no  African  had  been  able  to  rise  higher  than  a  junior  NCO. 

The  political  problems  of  the  Congo  have  hindered  progress  in  the  medical 
services  throughout  the  country.     Indeed  the  virtual  absence  of  any  Congolese 
doctors,  together  with  the  disinclination  of  foreign  doctors  to  work  in  the 
unsettled  conditions  of  the  Congo,  have  put  the  medical  clock  back  several 
years.    The  estimated  number  of  the  population  per  doctor  is  30.000.  This 
figure  would  be  well  over  half  as  large  again  if  it  were  not  for  the  nearly 
two  hundred  doctors  provided  by  the  World  Health  Organisation. 

There  are  three  rehabilitation  units  in  the  Congo. 

In  Leopoldville  the  Centre  de  Reeducation  pour  Handicapes  Physiques  is 
housed  in  a  small  building,  supplied  by  the  Ministry  of  Public  Works,  within 
the  grounds  of  the  Veterinary  Centre.    The  staff  consists  of  the  Director,  a 
physiotherapist,  a  nurse  and  a  receptionist.    There  is  no  doctor  connected  with 
the  Centre  but  a  doctor  at  the  local  hospital  has  agreed  to  'check'  the 
children.    However,  little  time  is  available  for  examination  and  the  reports 
on  the  children  are  limited  to  such  laconic  statements  as  'polio  left  leg'  . 
The  initiative  for  setting  up  and  running  this  centre  lies  almost  entirely  with 
the  honorary  director,  Madame  Decraeye.    She  has  been  able  to  obtain  a  certain 
limited  amount  of  financial  support  and  gifts  in  kind  from  local  firms  as  well 
as  from  Caritas  Congo  which  pays  the  salary  of  the  physiotherapist  and  has  given 
the  unit  a  small  bus. 


There  is  an  urgent  need  for  expansion,  both  of  qualified  staff  and  of 
accommodation.    The  building  at  present  used  is  cramped  and  equipment  is 
limited.    There  should  be  some  form  of  hostel  acconmodation  for  children  and 
mothers  from  outside  Leopoldville. 

The  Rehabilitation  Unit  at  Kimpese,  attached  to  the  hospital's  80-bed 
Orthopaedic  Department,  receives  patients  from  the  western  half  of  Congo,  from 
northern  Angola  and  from  the  neighbouring  Republic  of  Congo  (Brazzaville). 
Since  1954  over  2,000  polio  children  have  been  treated.  Most  of  them  have 
required  surgical  correction  of  leg  contractures  and  have  been  fitted  with 
calipers.  Pollow-up  is  done  at  Kimpese  and  by  6-monthly  visits  to  Leopoldville 
and  Matadi. 

Rehabilitation  has  also  been  carried  out  for  patients  suffering  from 
congenital  deformities,  bone  and  joint  tuberculosis  and  traumatic  lesions. 
Over  100  artificial  legs  have  been  made  in  the  orthopaedic  workshops  and  five 
upper  limb  prostheses  have  been  fitted.    The  new  Kimpese  Leprosarium,  opened 
in  1960,  offers  considerable  scope  for  the  development  of  orthopaedic  rehabili- 
tation of  leprosy  patients.    The  principles  and  possibilities  of  rehabilitation 
are  taught  to  the  hospital's  80  pupil  nurses  and  20  student  public  health 
officers. 

The  work  of  the  Rehabilitation  Unit  was  greatly  reduced  in  1961  when  the 
surgeon-in-charge  left  on  an  extended  leave  for  postgraduate  study,  and  it 
suffered  a  further  setback  in  1962  with  the  departure  of  the  Congolese  manager. 
At  present  it  is  almost  at  a  standstill,  but  the  surgeon  will  be  returning  in 
1964  and  a  physiotherapist  will  be  joining  the  staff. 

At  Bakwanga,  nearly  seven  hundred  and  fifty  miles  east  of  Leopoldville, 
the  Belgian  diamond  firm,  MIBA,  has  built  a  rehabilitation  centre  as  part  of 
the  new  company  hospital.    This  centre,  for  accommodation  and  equipment,  would 
be  the  envy  of  many  institutions  in  Europe. 

The  Centre  consists  of  the  following  offices  and  departments : - 

Waiting  Room 

Examination  Room  • 

Electrotherapy 

Iftrdrotherapy 

Physiotherauy 

Occupational  Therapy 

Exercise  and  games  area 

The  electrotherapy  department,  a  room  of  over  850  square  feet  comprising 
fifteen  individual  cubicles,  contains,  for  example,  also  fifteen  pieces  of 
different  electrical  equipment.    The  hydrotherapy  department  contains  a  pool  8 
feet  by  7  feet  which  is  refilled  twice  a  day  and  heated  electronically  to  any 
temperature  between  37°  and  41°C,  a  child's  pool,  showers,  underwater  and 
underpressure  nassage  equipment,  ultrasonic  equipment  for  underwater  treatment. 


This  wealth  of  rehabilitation  apparatus  must  be  the  cause  of  much  envy. 
It  is  a  pity  that  it  were  not  possible  for  the  money  that  has  been  generously 
spent  on  this  one  unit  to  have  been  spread  over  more  of  the  country  and  have 
helped,  with  perhaps  less  sophisticated  techniques,  more  of  the  fifteen  million 
Congolese  population. 

The  rehabilitation  carried  out  in  Bakwanga,  however,  is  by  no  means  incon- 
siderable.   In  1956,  469  cases  were  treated  at  the  centre  but  by  1962  the  figure 
had  risen  to  1, 800. 

The  following  memorandum  is  over  the  signature  of  His  Excellency, 
Monsieur  P.Bolya,  Minister  of  Public  Health: - 


MEMORANDUM  SUR  LE  PROBLEME  DES  HANDICAPES  PHYSIQUES 

AU  CONGO. 

Le  probleme  de  la  reeducation  des  handicapes  physiques,  victimes 
d' accident  ou  de  sequelles  de  maladies  revet  une  importance  qui  ne  devrait  pas 
echapper  aux  autorit^s  d'  un  pays. 

Le  but  poursuivi  par  les  centres  de  reeducation  est  de  remettre,  en  un 
minimum  de  temps,  un  handicape'  dans  le  circuit  6conomique. 

Cette  reeducation  a  done  une  double  consequence: 

a)  sociale      :  en  ce  sens  que  1'  individu  qui  a  pQ  recuperer  par  des  soins 

appropries,  la  totality  ou  une  grande  partie  de  ses 
capacit^s  fonctionnelles  sera  apte  k  reprendre  son  travail 
et  de  ce  fait  ne  se  sentira  plus  diminue. 

b)  6conomique:  car  le  pays  qui  atira  consenti  aux  d^penses  d' installation 

et  de  fonctionnement  de  pareils  centres  ne  se  verra  pas 
dans  1' obligation  de  verser,  soit  une  pension  de  service 
aux  accident^s  du  travail  soit  les  moyens  de  subsistance 
aux  traumatises,  poliomy^litiques,  paraplegiques, 
h6mipl6giques,  rhumatisants  et  autres  handicapes  physiques, 
car  ils  seront  capables  de  reprendre  leur  place  dans  le 
circuit  de  production  national  et  de  subsister  par  leurs 
propres  moyens. 

La  situation  actuelle  en  ce  domaine  au  Congo  est  fort  d^ficiente  car 
seuls  existent  les  centres  de  Kimpese.  de  Leopoldville  et  de  Bakwanga. 

Leurs  moyens  de  subsistances  sent  tres  precaires  et  jusqu'  ici  ces  centres 
ont  pQ  r^aliser  leur  magnifique  travail  au  moyen  principalement  de  dons  en 
nature  ou  en  esp^ce  de  certaines  firmes  privies  du  pays  et  de  subsides 
modiques  d' organisations  parastatales  d.  caractfere  social. 


Ceux  d'entre  eux  ayant  sollicite  et  reyu  la  personnalit^  civile  pourront 
sans  doute  recevoir  line  aide  du  gouvernement  sous  forme  de  subside,  mais  il 
est  a  craindre  que  les  montants  qui  pourraient  Stre  admis  par  les  Services 
Financiers  ne  soient  pas  suffisants  pour  assurer  le  f onct ionnement  harmonieux 
de  ces  centres. 

Le  probleme  n' est  d'ailleurs  pas  circonscrit  par  les  formations  dent 
question  ci-dessus,  car  pour  arriver  k  un  r^sultat  satisfaisant.  il  serait 
hautement  souhaitable  sinon  indispensable  que  1  ou  2  centres  suppl^mentaires 
de  reeducation  soient  prevus  soit  en  Province  Oriebtale  ou  au  Katanga  afin 
d' assurer  une  repartition  g^ographique  rationnelle  de  ces  centres  specialise's 
au  benefice  des  populations  de  toutes  les  regions  du  Congo. 

Malheureusement,  la  situation  f inane i^re  du  pays  exclut  momentan^ment  la 
realisation  de  ce  projet;  non  pas  que  les  locaux  ad^quats  ne  pourraient  etre 
aisement  trouves  dans  certains  pavilions  des  formations  medicales  du  gouverne- 
ment, qui  pourraient  §tre  reserves  a  cette  fin,  mais  bien  plutot  par  les 
depenses  d' installation  et  de  f onct ionnement  de  ces  services  qui  requi^rent  un 
materiel  scientifique  special  assez  on^reux  et  surtout  de  personnel  hautement 
qualif ie. 

Notre  pays  serait  particuli6rement  reconnaissant  h  toute  organisation 
Internationale  s'  inte'ressant  au  probl6me  de  la  reeducation  des  traumatises  et 
handicape's  qui  pourrait  nous  accorder  une  aide  f inancidre  a  repartir  au 
benefice  des  centres  existants,  dont  les  moyens  sont  restreints.  et  peut-gtre 
nous  permettre  1'  ouverture  d'  un  ou  deux  nouveaux  centres  dans  les  zones  Nord- 
Est  et  Sud  du  pays  qui  en  sont  demunis. 

Un  budget  type  des  depenses  minima  de  f  onct  ionnement,  calcule'  pour  le 
centre  de  Ldopoldville,  qui  je  le  signale  ne  represente  qu' une  ebauche  d' un 
centre  type  pent  s'etablir  comme  suit: 

Traitement  du  personnel  qualif i^  (4  unite's)   250,000  1,000,000 

Personnel  subalterne  (2  unites)   42,500  85,000 

Medicaments  et  mat§riel  scientifique    150,000 

Achat  appareil  prothese    200,000 

Prais  d' Administration   50,000 

Entretien  bStiments  et  materiel  (eau-electricit^) . .  65,000 

1,550,000 


Un  montant  au  moins  ^gal  devrait  ©tre  pr^vu  pour  venir  en  aide  aux 
Centres  de  Bakwanga  et  de  Kimpese  qui  fonctionnent  pour  le  moment. 


Le  probleme  des  handicapes  physiques  rev§tant  un  caractere  social  trSs 
important,  le  Gouvernement  Central  se  doit  d' organiser  des  centres  dans  toute 
I'etendue  de  la  Republique  et  cela  en  tenant  compte  des  nouvelles  structures  du 
pays. 

Le  montant  des  frais  de  premiere  installation  et  de  f onct ionnement  s' elfeve 
k  plus  ou  moins  31,000,000  francs. 


Leopoldville,  le  octobre  1962, 

LE  MINISTRE  DE  LA  SANTE  PUBLIQUE. 
P.BOLYA. 


DAHOMEY 


COMPARATIVE  STATISTICS 


DAHOMEY 

L'NITED 
KINGDOM 

U.S.  A. 

Area  (in  square  miles) 

42,470 

93,000 

3.553,898 

Area  (in  square  kilometres) 

110,000 

240,870 

9,204.595 

Population 

1,800,000 

52,673,000 

183.285,000 

Number  of  Doctors 

89 

70,800 

245.000 

Population  per  Doctor 

20, 225 

744 

748 

Number  of  Hospitals 

34 

3,280 

6,923 

Number  of  Hospital  Beds 

2,742 

577, 100 

1.669.789 

The  Republic  of  Dahomey  marches  with  Upper  Volta  and  with  Niger  in  the 
north,  with  Togoland  in  the  west  and  with  Nigeria  in  the  East. 

The  Groupe  Mobile  of  the  French  Ministere  des  Anciens  Combattants  et 
Victimes  de  la  Guerre  based  on  Ouagadougou,  in  Upper  Volta,  also  serves 
Dahomey.    There  are  no  other  rehabilitation  facilities  in  the  country. 


ETHIOPIA 


COMPARATIVE  STATISTICS 


ETHIOPIA 

UNITED 
KINGDOM 

U.S.A. 

tou, uuu 

t7t3 .  uuu 

Area  (in  square  kilometres) 

1.165,500 

240.870 

9. 204.595 

Population 

22.000.000 

52.673,000 

183,285.00  0 

Number  of  doctors 

300 

70.800 

245,000 

Population  per  doctor 

73,333** 

744 

748 

Number  of  Hospitals 

20 

3,280 

6,923 

Number  of  Hospital  beds 

577.  100 

1,669,789 

**A8  sixty  percent  of  the  doctors  practise  in  the  major  urban  areas 
and  as  ninety  per  cent  of  Ethiopians  live  in  rural  areas,  it  will 
be  seen  that  for  much  the  greater  part  of  the  population  there  is 
one  doctor  for  165,000  inhabitants. 


Ethiopia  has  known  a  native  culture  since  the. end  of  the  last  millenium  BC. 
Since  the  fourth  century  AD  the  ruling  classes  have  been  Christian  although 
there  may  in  fact  be  more  Muslims  and  pagans  than  Christian  in  the  country.  The 
economy  is  primarily  agricultural  and  the  main  export  is  coffee.    There  is 
railway  connexion  between  Addis  Ababa  and  Djibouti  (French  Somaliland)  and 
between  Asmara  and  Massaura  but,  apart  from  the  region  close  to  Addis  Ababa, 
road  canmunications  are  largely  non-existent.    There  is  considerable  poverty 
and  health  services  are  sadly  limited. 

Up  till  1960  there  were  no  facilities  for  physically  handicapped  children  in 
Ethiopia  apart  from  those  provided  by  a  few  orphanages  run  by  missionary  societies 
and  welfare  groups.    For  adults  shelter  and  some  food  were  provided  at  the 
municipal  centre  at  Kolfe  on  the  outskirts  of  Addis  Ababa.    In  this  year,  follow- 
ing a  visit  by  Mr, Oscar  Barry,  FUCS,  to  the  Kolfe  Institute,  a  number  of  cripples 
were  admitted,  one  or  two  at  a  time,  to  his  hospital,  the  Princess  Tsahai 
Memorial  Hospital,  Addis  Ababa,  for  corrective  orthopaedic  operations.    At  the 
same  time  a  considerable  number  of  children  suffering  from  orthopaedic  disabilities 
began  to  arrive  at  the  Ethio-Swedish  Paediatric  Clinic,  where  this  surgeon  also 
worked. 

Early  next  year,  under  the  patronage  of  the  Emperor,  the  Fund  for  the 
Disabled  was  established.    The  purposes  of  the  Fund  were  (1)  to  establish  a 
workshop  for  the  disabled,  (2)  to  provide  appliances  for  the  disabled  poor,  (3) 
to  improve  facilities  for  reconstructive  surgery,  and  (4)  to  aid  rehabilitation 
of  the  disabled. 

In  1962  Mr. E.W.Price.  MA,  DIM  &  H.  PROSE,  who  had  previously  visited  Ethiopia 
as  a  WHO  representative,  returned  at  the  Government' s  invitation  to  inaugurate  a 
programme  of  integrated  rehabilitation  of  the  disabled,  including  lepers. 


A  system  has  been  established  by  which  a  subscriber  can  'adopt'  a  disabled 
person.    Treatment  Referral  Cards  form  an  introduction  for  the  patient  to  give 
to  the  surgeon  and  the  donor  undertakes  at  first  only  the  cost  of  the  initial 
examination.    The  donor  is  then  informed  of  the  needs,  both  medical  and  social, 
of  the  patient  and  means  are  suggested  to  help  the  patient  in  consultation  with 
the  donor.    The  importance  of  this  arrangement  often  is  not  so  much  in  the 
financial  help  but  in  the  sponsorship  and  follow-up  given  by  the  donor  in 
rehabilitating  the  individual. 

Considerable  consideration  has  been  given  to  the  bigger  and,  as  yet,  hardly 
touched  problem  of  vocational  rehabilitation.    The  emphasis  for  rehabilitation  in 
Ethiopia  must  be  on  a  rural  type  of  training,  though  not  necessarily  in  farm 
projects  alone.    One  such  project  for  lepers  which  has  been  closely  watched  by 
the  Fund  for  the  Disabled  is  a  farm  resettlement  project  in  which  Mr.Manvern,  a 
Swedish  volunteer  farmer,  is  endeavouring  to  resettle  some  100  families  from  the 
Leprosarium  near  Addis  Ababa.    The  Emperor  has  provided  a  grant  of  land  and  the 
Ministry  of  Public  Health  has  supplied  certain  funds.    The  Fund  for  the  Disabled 
has  been  able  to  help  with  the  loan  of  a  voluntary  worker  from  Voluntary  Service 
Overseas,  a  British  organisation  which  arranges  for  young  men  and  women  to  spend 
one  year  in  a  developing  country  to  aid  in  particular  projects. 

Existing  rehabilitation  services,  all  established  within  the  last  two  years, 
include  the  following: - 

1.  Inauguration  of  orthopaedic  surgery  in  the  Princess  Tsahai  Memorial  Hospital 

During  the  last  full  year  for  which  total  returns  are  available  500  ortho- 
paedic procedures  were  carried  out  in  the  theatre  out  of  a  total  of  1,693 
operations.    Plans  have  also  been  drawn  up  for  a  new  orthopaedic  and  rehabilitation 
wing  to  the  main  hospital  giving  a  large  physiotherapy  department  and  60  to  70 
orthopaedic  beds. 

2.  Appliance  Workshops 

From  a  staff  of  one  carpenter  in  November  1960,  the  appliance  workshop  now 
comprises  two  carpenters,  a  leatherworker,  three  ^prentices  and  a  costing  clerk. 
It  has  a  large  work  area  of  576  square  feet  with  two  smaller  partitioned  work 
areas  for  leather  work  of  99  square  feet  each  and  a  larger  store  rocm  of  774 
square  feet.    An  extension  for  metal  work  and  a  walking  planche  for  the  early 
training  of  amputees  is  being  built. 

Between  August  and  the  of  1962,  fourteen  Icwer  limb  prostheses  had  been 
produced  in  the  workshop. 

The  employment  of  disabled  in  the  Workshop  has  been  a  matter  of  policy.  The 
assistant  carpenter  in  the  early  days  was  a  healed  leper  and  both  of  the  two • 
apprentices  now  employed  are  disabled,  as  is  the  storekeeper-clerk.     The  second 
amputee  to  be  fitted  with  a  wooden  limb  is  being  paid  a  salary  while  an  apprentice 
in  training.    The  second  apprentice  has  a  congenital  deformity  of  his  hand.  The 
costing  clerk  is  also  am  amputee  who  has  been  fitted  with  the  fifth  limb  to  be 
made. 


GABON 


COMPARATIVE  STATISTICS 


GABON 

UINl  1  CM 
KlINIiUUin 

U.S.  A. 

At*  PR    ^  "i  n   Q  nun  TP  mi  1  PG^ 
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Qo  nnn 
ao, uuu 

O    ceo  QQQ 

o,  006,  o\)c 

Area  (in  square  kilometres) 

267. 000 

240.870 

9,204.595 

Population 

420,000 

52,673.000 

183.285,000 

Number  of  Doctors 

53 

70,  800 

245,000 

Population  per  Doctor 

7,924 

744 

748 

Number  of  Hospitals 

4 

3,280 

6.923 

Number  of  Hospital  Beds 

2.307 

577, 100 

1.669,789 

The  Republic  of  Gabon  is.  apart  from  its  Atlantic  seaboard,  almost 
entirely  surrounded  by  the  Brazzaville  Congo.    In  the  north  it  marches  for  a 
hundred  miles  or  so  with  Rio  Muni  and,  for  a  similar  distance,  with  the 
Cameroun  Republic.    Gabon  was  one  of  the  early  French  settlements  in  West 
Africa  and  the  inhabitants  of  Libreville  were  made  French  subjects  as  far 
back  as  1839.     In  1960  Gabon  became  an  independent  republic. 

The  Ministry  of  Public  Health  and  Social  Affairs  is  responsible  for,  in 
addition  to  the  hospitals  at  Libreville,  Port  Geutil.  Mouila  and  Oyem,  a 
school  for  nurses,  a  school  for  midwives  and  a  rehabilitation  centre.  There 
is  one  orthopaedic  surgeon  in  the  country  and  orthopaedic  equipment, 
artificial  limbs  etc.  are  obtained  from  Brazzaville  or  from  France. 

The  most  famous  but,  by  no  means,  the  most  efficient  hospital  in  the 
Gabon  is  Dr. Albert  Schweitzer's  hospital  at  Lambarene. 


THE  GAMBIA 


COMPARATIVE  STATISTICS 


THE  GAMBIA 

UNI  1  hiU 
K  iniiUUlil 

U.S.A. 

Area  (in  square  miles) 

4,000 

93,000 

3,553,898 

Arpa  (in  sQiiarp  kilometres) 

10,360 

240,870 

9,204,595 

Population 

300,000 

52,673,000 

183,285,000 

Number  of  Doctors 

16 

70,800 

245,000 

Population  per  Doctor 

18,750 

744 

748 

Number  of  Hospitals 

2 

3,280 

6,923 

Number  of  Hospital  Beds 

341 

577, 100 

1,669,789 

The  Gambia,  comprising  a  British  colony  -  70  square  miles  around  the  tovm 
of  Bathurst  -  and  a  British  Protectorate,  is  the  oldest  and  poorest  of  the 
British  colonies  in  West  Africa.    It  is  an  undulating  tract  of  land  a  little 
over  two  hundred  miles  long  and  some  fifteen  miles  wide  being  in  fact  the 
banks  of  the  river  Gambia  extended  for  some  seven  miles  or  so.    The  population 
is  catered  for  by  two  hospitals,  one  at  each  end  of  the  territory. 

Rehabilitation  services  are  nil  but  compared  to  the  needs  in  other  parts 
of  Africa  the  claims  for  The  Gambia  are  perhaps  not  so  urgent.    If  services  in 
Dakar  or  in  Sierra  Leone  were  readily  available  the  disabled  of  this  colony 
could  be  adequately  provided  for. 


GHANA 


COMPARATIVE  STATISTICS 


GHANA 

UNITED 
KINGDOM 

U.  S.  A. 

Area  (in  square  miles) 

91,690 

93,000 

3,553,898 

Area  (in  square  kilometres) 

237,477 

240, 870 

9,204,595 

Population 

6, 691,000 

52, 673,000 

183, 285,000 

Number  of  Doctors 

337 

70,800 

245,000 

Population  per  Doctor 

19,885 

744 

748 

Number  of  hospitals 

69* 

3.280 

6,923 

Number  of  hospital  beds 

6,500 

577, 100 

1,669,789 

*Made  up  of  37  Government  hospitals  and  32  Ministry  subsidised 
mission  hospitals. 


Ghana,  the  first  European  dependency  in  Africa  to  gain  its  freedom, 
became  an  independent  country  within  the  British  Commonwealth  on  6th  March, 
1957.    Prom  the  fifteenth  century  the  Gold  Coast,  as  it  was  known  before  the 
architects  of  the  new  republic  had  decided  to  take  over  the  name  and  the 
prestige  of  the  ancient  African  empire  of  the  Western  Sudan,  had  had  more  or 
less  continuous  contacts  with  Europe.    Portuguese,  French,  Dutch,  Danish  and 
Germans  had  traded  in  gold,  ivory  and  then  slaves  with  various  of  the  coastal 
tribes  before  the  British  welded  the  whole  country  from  the  coast  northwards 
to  the  eleventh  parallel  into  virtually  one  colony.    The  British  administra- 
tive demarcations  served  well  enough  for  the  frontiers  of  the  new  republic  and 
during  the  latter  years  of  British  rul^  a  strong  feeling  of  national  unity 
developed  in  what  might  otherwise  have  been  a  heterogeneous  collection  of 
tribes,  clans  and  chiefdoms. 

Today  Ghana's  thriving  economy  provides  the  highest  standard  of  living 
in  Tropical  Africa.    A  partly  agricultural  economy  (cocoa  and  timber),  mining 
(gold,  manganese  and  diamonds)  and  light  industry  as  well  as  the  heavier 
industries  which  are  expected  to  build  up  around  the  Volta  River  Project  mean 
the  whole  range  of  potential  disability.    There  are  as  well  the  non-traumatic 
disabilities  commoner  in  a  tropical  climate  and  less  readily  prevented  in 
communities  where  hygiene  and  other  medical  health  training  is  still  at  a 
relatively  low  standard. 

In  Ghana,  the  programme  for  the  rehabilitation  of  the  physically 
handicapped  is  carried  out  mainly  as  a  governmental  scheme  operated  by  a 
section  of  one  of  the  major  departments  of  the  central  government  known  as 
the  Department  of  Social  Welfare  and  Community  Development.  Nevertheless, 
there  fire  several  voluntary  organisation  which  are  interested  in  the 
rehabilitation  service  and  are  actively  participating  in  it. 


REGISTRATION  OF  THE  DISABLED 

The  Rehabilitation  Service  was  inaugurated  in  Ghana  in  the  middle  of  1960 
when  the  National  Advisory  Coiranittee  for  the  Rehabilitation  of  the  Destitute 
and  the  Handicapped  was  established  under  the  chairmanship  of  a  Member  of 
Parliament.    Later  a  Rehabilitation  Section  of  the  Department  of  Social  Welfare 
and  Community  Development  was  created.    The  staff  realised  that  there  would 
not  be  a  spontaneous  demand  from  the  disabled  for  rehabilitation  owing  to  the 
widespread  ignorance  about  the  aims  of  the  service  and  a  disbelief  in  its 
possibilities.    Besides,  it  was  found  necessary  to  determine  the  exact  size 
of  the  problem  of  disablement  before  adequate  services  could  be  provided. 
Therefore  in  June  1961  the  Rehabilitation  organisation  addressed  itself  to  the 
task  of  discovering  and  registering  all  the  physically  handicapped  persons  ia 
Ghana.    This  was  begun  with  a  vigorous  campaign  of  publicity  which  was 
launched  for  a  week  in  what  was  called  "The  Handicapped  Citizens'  Week"  during, 
which  the  rehabilitation  scheme  was  introduced  to  the  public  as  well  as  the 
disabled. 

Before  the  beginning  of  "The  Handicapped  Citizens'  Week",  leaders  of 
voluntary  organisations  and  other  organised  groups  were  briefed  on  the  aims 
and  methods  of  the  publicity  and  registration  campaign  so  that  when  the 
campaign  started  they  could  organise  their  groups  to  participate  in  it.  Some 
of  the  organisations  which  took  part  in  the  one-week  publicity  and 
registration  campaign  were  the  following: - 

The  Ghana  Society  for  the  Blind 

The  Cripples'  Aid  Society 

The  Churches 

The  Local  Authorities 

Traditional  Councils  of  Chiefs 

Youth  Organisations  and  Benevolent  Societies 

Village  Development  Committees 

While  the  publicity  was  in  progress,  the  relations  and  friends  of 
disabled  persons  introduced  the  disabled  to  Rehabilitation  Officers  of  the 
Department  of  Social  Welfare  and  Comnrunity  Development  and  officials  of  Local 
Councils,  who  registered  them.    Many  disabled  persons  themselves  came  forward 
to  register,  while  the  registration  officers  went  out  to  register  others  in 
their  homes.    The  campaign  was  so  successful  that  within  a  week  of  its  being 
launched,  as  many  as  4,833  disabled  persons  were  registered.    Since  the  end  o-f 
the  One-Week  Campaign,  registration  has  been  steadily  and  systematically 
proceeding,  and  by  the  end  of  December,  1962,  the  total  number  of  disabled 
persons  who  had  been  registered  stood  at  12,577  out  of  an  estimated  number  of 
100,000  disabled  men  in  Ghana.    These  were  made  up  of  5,473  blind,  4>90d 
cripples  and  2, 196  deaf  and  duiria, 

RljRAL  REHABILITATION 

Between  January  and  June,  1962.  the  Rehabilitation  Organisation 
established  three  Rural  Rehabilitation  Units  to  cater  for  the  rural  disabled 
persons  in  three  different  Regions  of  this  country.    These  Rural  Rehabilita- 
tion Units  were  established  as  annexes  to  existing  Rural  Training  Centres  of 


the  Department  of  Social  Welfare  and  Community  Development.    These  Centres  are 
focal  points  of  the  Community  Development  organisation  of  the  Regions  and 
provide  residential  courses  for  rural  builders  and  craftsmen,  young  farmers, 
village  women,  and  others.    They  each  have  a  staff  trained  in  Community 
Development  work,  and  ample  agricultural  land  is  usually  available.  The 
Centres,  therefore,  provide  an  ideal  setting  for  the  training  of  disabled 
villagers,  and  they  also  provide  an  opportunity  for  utilising  community 
development  resources  in  promoting  rehabilitation  services. 

The  three  Rural  Rehabilitation  Units  which  have  been  established  are  only 
the  first  of  a  series  of  eight  such  Units  which  will  soon  be  established  so 
that  before  long  there  will  be  one  Rural  Rehabilitation  Unit  to  cater  for  the 
needs  of  the  disabled  in  each  of  the  eight  Regions  of  Ghana.    For  a  start  the 
three  Rural  Rehabilitation  Units  which  are  already  functioning  have  a  total 
enrolment  of  100  persons  who  are  handicapped  by  reason  of  their  being  blind, 
deaf,  amputees,  lame,  or  crippled.    Each  Unit  has  a  capacity  to  train  50 
handicapped  persons  in  every  six  months.  There  are  therefore  in  existence 
immediate  facilities  for  providing  complete  rehabilitation  of  300  disabled 
persons  a  year.    When  all  the  proposed  eight  Rural  Rehabilitation  Units  come 
into  full  operation,  about  800  disabled  persons  from  the  villages  will  be 
rehabilitated  every  year. 

Courses  given  at  the  Rural  Rehabilitation  Units  are  designed  to  restore 
confidence  to  the  disabled,  improve  their  physical  tone,  introduce  them  to 
work-disciplines,  and  create  work-mindedness  in  them.    This  re-orientation 
is  followed  by  an  intensive  training  period  in  subsistence  and  each  crop 
growing,  rural  house-building,  and  rural  crafts  such  as  masonry,  carpentry, 
pottery,  tailoring,  carving,  textile  weaving  and  leather  work.    The  training 
aims  to  producing  an  all-round  villager  who  has  acquired  skill  in  three  or  four 
occupations  so  that  he  can  turn  to  one  or  the  other  of  them  as  the  exigencies 
of  village  life  may  demand.    This  should  enable  the  rehabilitee  to  become 
versatile  enough  to  feed  and  clothe  himself,  to  sandal  his  feet,  to  build  his 
home  and  to  have  some  skill  in  rural  crafts  so  that  he  will  be  ab^le-~t<ivjnaintain 
himself  and  sell  his  surplus. 

INDUSTRIAL  REHABILITATION 

A  National  Industrial  Rehabilitation  Unit  has  been  established  in  Accra 
to  give  rehabilitation  courses  to  urban  workmen  who  become  disabled  through 
injuries  or  disease.    Short  intensive  courses  are  being  given  to  selected 
disabled  persons  who  will  subsequently  train  for  entry  into  industrial 
occupations.    No  trade  training  is  given  at  the  Industrial  Rehabilitation  Unit, 
instead,  the  courses  are  designed  to  build  confidence,  teach  basic  skills  and 
provide  the  re-conditioning  which  is  required  before  most  disabled  people  can 
undertake  specific  training  or  employment.    The  Unit  which  was  inaugurated  on 
6th  February,  1963  with  20  disabled  persons,  including  blind,  cripples, 
amputees,  deaf  and  dumb  persons  has  a  capacity  for  40  boarders  and  20  day 
trainees,  and  courses  will  last  for  twelve  weeks  so  that  at  least  240  disabled 
people  will  be  trained  annually. 


EDUCATION  OF  PHYSICALLY  HANDICAPPED  CHILDREN 

The  education  of  physically  handicapped  children  in  Ghana  started 
through  the  initiative  of  the  Churches,  but  now  Government  has  accepted  full 
financial  responsibility  for  the  schools  for  handicapped  children. 

THE  SCHOOL  FOR  THE  BLIND  AT  AKROPONG  AKWAPIM  which  was  founded  some  16 
years  ago  owes  its  origin  to  the  daring  efforts  of  a  few  voluntary  social 
workers  and  the  support  of  the  Presbyterian  and  Methodist  Churches.  This 
School  which  was  started  with  a  couple  of  blind  children  has  now  grown  into 
a  large  institution  with  a  roll  of  71  blind  boys  and  girls.    Admission  is 
restricted  to  children  who  have  not  attained  the  age  of  15,  and  training  is 
given  in  elementary  education.    Alongside  with  courses  in  both  Primary  and 
Middle  School  education,  there  is  preliminary  training  in  hand-work  of  various 
kinds  leading  eventually  to  vocational  training.    Also  there  is  a  rudimentary 
commercial  course.    The  School  receives  grant-in-aid  from  the  Government,  and 
its  affairs  are  managed  by  a  Board  of  Governors. 

There  is  another  SCHOOL  FOR  THE  BLIND  AT  WA  where  the  incidence  of 
blindness  is  very  high  owing  to  the  prevalence  of  the  simulium  fly  which 
causes  river  blindness.     (The  Ghana  Academy  of  Sciences  is  investigating 
control  measures  to  combat  this  disease).    The  School  for  the  Blind  at  Wa  was 
opened  by  the  Methodist  Church  in  1958  with  7  pupils,  but  the  roll  has  now 
risen  to  59. 

THE  GHANA  MISSION  SCHOOL  FOR  THE  DEAF  AT  MAMP0N6  was  founded  in  1957  by 
an  American  Negro,  himself  deaf  and  semi-mute.    This  school  has  85  pupils  and 
a  waiting  list  of  258.    The  objective  of  the  school  have  been  to  promote 
the  educational,  spiritual  and  social  advancement,  and  the  economic 
efficiency  of  the  deaf.    In  Accra  there  is  an  adult  group  of  21  deaf-mutes 
who  already  have  jobs,  but  who  attend  classes  in  adult  literacy  held  in  the 
evenings. 

VOLLWARY  SOCIETIES 

THE  GHANA  SOCIETY  FOR  THE  BLIND  was  inaugurated  in  1951  as  a  Branch  of 
the  British  Empire  Society  for  the  Blind,  but  it  has  now  become  autonomous. 
This  Society  established  a  Vocational  Training  Centre  for  the  Blind  in  1954 
and  has  given  trade  training,  mainly  in  basketry,  to  about  75  adult  male 
blind  persons.    The  Society  for  the  Blind  also  established  two  sheltered 
workshops  for  some  of  those  who  had  completed  their  training  at  the  Vocational 
Training  Centre. 

The  Rehabilitation  Section  of  the  Department  of  Social  Welfare  and 
Community  Development  has  taken  over  the  whole  of  the  practical  aspects  of 
the  work  of  the  Society  for  the  Blind,  and  the  Society  has  assumed  a  new  role 
which  is  as  follows:-  ,  , 

(i)  Public  education  on  the  welfare  of  the  blind  and  other  physically 
handicapped  persons. 

(ii)  Experiments  to  devise  pilot  schemes  for  the  promotion  of  the  welfare 
of  the  blind  and  other  physically  handicapped  persons. 


(iii)  Establishment  of  Visiting  Committees  in  the  Regions  to  assist  in 
the  placement  and  resettlement  of  rehabilitated  blind  persons  and 
other  physically  handicapped  persons. 

THE  GHANA  CRIPPLES  AID  SOCIETY  inaugurated  in  1958  has  been  assisting 
individual  cripples  to  procure  wheeled-chairs,  crutches  and  other  walking  aids. 
As  a  result  of  its  publicity  campaigns  crippled  patients  are  reporting  at  the 
hospitals  in  increasing  numbers.    A  children' s  ward  has  been  built  at  the 
Military  Hospital  in  Accra  for  the  treatment  of  crippled  children  of 
civilians.    A  Hostel  has  been  provided  where  crippled  children  undergoing 
treatment  can  be  provided  accommodation  for  the  duration  of  their  treatment. 

ST. JOSEPH'S  CLINIC,  a  Spanish  Monastic  Order,  has  built  a  72  bed  hospital 
at  Effiduase,  near  the  headquarters  of  the  Eastern  Region,  for  the  treatment 
of  cripples. 

THE  GHANA  SOCIETY  FOR  THE  DEAF-  was  formed  in  August  1962  to  assist  in 
dealing  with  the  problems  of  deaf  and  dumb  persons  in  Ghana.    Included  in  the 
programme  of  the  Society  are  the  following  activities: - 

(i)  To  study  international  developments  in  the  fields  of  welfare, 

treatment,  and  education  of  deaf  and  dumb  persons,  and  take  steps 
to  introduce  similar  measures  in  Ghana. 

(ii)  To  urge  the  Government  to  train  doctors  and  teachers  specialising 
-       in  the  treatment  and  teaching  of  deaf  and  dumb  persons. 

THE  NATIONAL  ADVISORY  COMMITTEE  ON  THE  REHABILITATION  OF  THE 
DESTITUTE  AND  THE  PHYSICALLY  HANDICAPPED 

This  Committee  has  been  set  up  to  co-ordinate  the  activities  of  all 
agencies,  governmental  and  voluntary,  interested  in  and  working  to  improve 
the  lot  of  the  destitute  and  the  disabled,  and  meets  once  a  month  under  the 
chairmanship  of  a  Member  of  Parliament. 

The  Ministries  of  Social  Welfare  and  Community  Development,  Education 
and  Health  are  represented  on  this  Committee  as  are  all  the  voluntary 
societies,  i.e.  the  Trades  Union  Congress  and  the  Employers'  Association. 
The  meetings  afford  opportunity  for  a  discussion  on  subjects  that  affect  the 
welfare  of  the  disabled,  for  reviewing  progress  achieved,  and  for  indicating 
future  lines  of  action.    Thus  discussions  have  been  held  on  government 
measures  to  control  onchocerciasis,  poliomyelitis,  the  two  most  disturbing 
causes  of  physical  disability  in  the  country,  the  establishment  of  an 
Orthopaedic  Centre  in  Accra,  and  employment  opportunities  for  the  disabled. 
While  in  the  main  the  committee  is  advisory  in  function,  it  has,  not 
infrequently  found  itself  strongly  urging  a  government  department  to  take 
action  on  a  specific  question. 


GUINEA 


COMPARATIVE  STATISTICS 


GUINEA 

UNITED 
KINGDOM 

U.S.A. 

Area  (in  square  miles) 

94,600 

93.000 

3,553.898 

Area  (in  square  kilometres) 

245,000 

240, 870 

9.204,595 

Population 

2,700,000 

52,673,000 

183,285,000 

Number  of  Doctors 

114 

70,800 

245,000 

Population  per  Doctor 

24,000 

744 

748 

Number  of  Hospitals 

50 

3.280 

6,923 

Number  of  Hospital  Beds 

2,318 

577, 100 

1,669.789 

Guinea  is  bounded  in  the  west  by  the  Atlantic  Ocean,  Portuguese  Guinea, 
Senegal  and  Mali  are  to  the  north.    The  Ivory  Coast  to  the  East.    Liberia  and 
Sierra  Leone  to  the  south.    Guinea  is  at  the  moment  perhaps  the  most  Marxist 
of  all  African  countries.    Bauxite,  alumina  and  iron  ore  deposits  are  the 
main  supports  of  the  Country' s  economy.    There  are  also  exports  of  coffee, 
pineapple,  rice,  maize  and  cattle  products. 

There  are  virtually  no  rehabilitation  services  in  the  country  but  the 
Groupes  Mobiles  from  Senegal,  (q.v)  visits  centres  in  Guinea  pending  the 
completion  of  an  official  agreement. 


IVORY  COAST 


COMPARATIVE  STATISTICS 


TVflRV  rflACT 

X  T  VEV  1 

UNITED 
KINGDOM 

lie  A 
U«  O.  A> 

Area  (in  square  miles) 

122.552 

93,000 

3,553,898 

Area  (in  square  kilometres) 

320, 000 

240,870 

9,204.595 

Population 

3,200,000 

52,673,000 

183,285.000 

Number  of  Doctors 

124 

70,800 

245.000 

Population  per  Doctor 

25,800 

744 

748 

Number  of  Hospitals 

3 

3,280 

6.923 

Number  of  hospital  beds 

1,381 

577,100 

1,669,789 

The  Ivory  Coast  lies  between  Ghana  (to  the  east)  and  Liberia  and  Guinea 
(to  the  west).    To  the  north  are  Mali  and  Upper  Volta  while  the  Gulf  of 
Guinea  lies  to  the  south. 

For  rehabilitation  services,  slight  though  they  are,  the  Ivory  Coast 
relies  on  periodic  visits  from  the  French  Groupe  Mobile  which  operates  from 
Ouagadougou  in  Upper  Volta.    Plans  are  being  made  for  establishing  a  small 
unit  with  one  doctor  and  one  technician  which  will  restrict  itself  to  touring 
within  the  Ivory  Coast. 


KENYA 


COMPARATIVE  STATISTICS 


KFNV  A 

nCj  11  In 

UNITED 
KINGDOM 

U.  S.  A. 

Area  (in  square  miles) 

225,000 

93,000 

3,553,898 

Area  (in  square  kilometres) 

582, 750 

240, 870 

9, 204, 590 

Population 

6.445,000 

52,673.000 

183,285,000 

Number  of  Doctors 

750 

70,800 

245,000 

Population  per  Doctor 

8,593 

744 

748 

Number  of  Hospitals 

53* 

3,280 

6,923 

Number  of  Hospital  Beds 

9,490 

577. 100 

1,669,789 

♦Apart  from  mission  hospitals. 


By  the  time  this  report  is  printed  Kenya  will  have  taken  its  first  step 
to  independence.    In  1895,  when  Kenya  was  declared  a  Protectorate,  the 
population  was  sparse,  being  less  than  a  quarter  of  what  it  is  today. 
Political  stability,  improved  husbandry  and  medicine  have  made  it  possible 
for  the  African  population  to  increase  at  an  astonishing  rate. 

Kenya  includes  the  hot,  sandy  East  African  littoral  with  its 
predominantly  Arab  population  as  well  as  highland  ranching  country  and 
fertile  valleys  where  pears  and  apples  grow  alongside  wheat  and  sugar  cane. 

Of  Kenya's  population  of  nearly  six  and  a  half  million,  the  Europeans 
number  66,000.    Although  these  Europeans  are  outnumbered  a  hundred  to  one  in 
Kenya  the  percentage  of  whites  is  considerably  higher  than  that  in  other  East 
African  territories  and  certainly  accounts  for  the  relatively  high  number  of 
voluntary  organisations  concerned  with  social  welfare.    But  even  so,  only  a 
very  limited  amount  of  rehabilitation  is  available  to  the  African  and  what  is 
available  is  mainly  for  the  urban  African  only.    Kenya  suffered  several  epidemics 
of  polionyelitis  during  the  fifties  until  oral  vaccine  was  introduced  in  1961. 
This  reduced  but  by  no  means  eradicated  the  disease. 

In  1961  the  Medical  staff  of  the  Nairobi  City  Council  started  an  investiga- 
tion into  the  number  of  crippled  children  in  the  city.    A  rehabilitation  clinic 
was  started  in  1962  in  a  Health  Centre  under  one  of  the  doctors  helped  by  a 
voluntary  physiotherapist  and  an  orthopaedic  surgeon.    The  Association  for  the 
Physically  Disabled  is  closely  associated  with  this  project  and  will  administer 
the  funds  (1963). 

Plans  have  been  drawn  up  and  building  has  started  on  a  new  Treatment  Centre 
on  the  grounds  of  a  Health  Centre  in  the  middle  of  Nairobi.  A  Catholic  hospital 
has  made  beds  available  for  cases  from  the  centre  needing  surgery. 


This  project  has  received  in  grants  and  donations  about  £2,700  to  May  1963. 
£15,000  is  required  for  the  capital  expenditure  and  for  the  recurrent  expenses 
for  two  years  including  the  salary  and  expenses  of  a  physiotherapist. 

It  is  estimated  that  there  are  5,000-6,000  children  In  Nairobi  who  could 
benefit  by  treatment  at  the  clinic.     In  1962  60  children  were  treated  and  are 
still  under  supervision.    65  are  under  treatment  and  a  further  large  number  are 
registered  awaiting  treatment. 

The  sucess  of  this  scheme  will  largely  depend  on  the  amount  of  outside 
support  it  receives.  , 

The  other  bright  light  in  rehabilitation  in  Kenya  is  the  Orthopaedic  Centre 
at  the  King  George  VI  Hospital.    There  is  an  effecient  and  well  equipped  unit 
under  the  charge  of  an  efficient  and  keen  physiotherapist.    The  unit  could 
clearly  be  extended  but  it  is  probable  that  any  bottleneck  that  exists  is  in 
the  operating  theatre  rather  than  in  the  physiotherapy  department  for  the 
orthopaedic  surgeons,  like  most  others  on  the  continent  of  Africa,  are  daily 
working  long  hours  in  an  attempt  to  whittle  away  the  back  log  of  surgical 
cases.    I  was  told  that  the  average  delay  for  a  post-polio  child  with  lower 
limb  involvement  was  twelve  months.    This  would  be  discouraging  to  anyone  and 
it  will  be  a  very  persistent  and  trusting  mother  who,  with  no  follow-up  service, 
will  return  a  year  later,  travelling  perhaps  several  days  from  the  bush  to  bring 
her  disabled  child  back  for  an  operation  which  she  herself  only  very  incom- 
pletely understands.    Even  so,  the  chances  are  that  for  lack  of  supervision, 
the  child' s  condition  will  have  deteriorated. 

Mention  must  also  be  made  of  the  poliomyelitis  Respiratory  Unit  at  the 
King  George  VI  Hospital.    This  anall,  but  first  class  unit,  caters  for  Europeans. 
Asians  and  Africans.    When  I  expressed  surprise  at  the  degree  of  the  racial 
integration  here  I  was  told  'They  are  to  ill^  to  mind  when  they  are  admitted. 
When  they  get  better  they  see  that  it  hasn' t  mattered'  .    Equipment  is  good  and 
there  is  an  atmosphere  of  cheerful  efficiency  which  must  surely  reflect  the 
attitude  of  those  in  charge. 

The  Asian  population  of  Kenya  is  considerable,  there  being  between  three 
or  four  times  as  many  Asians  as  Europeans.    The  most  influential  section  are 
the  Ismailis. 

Although  in  pursuance  of  the  late  Aga  Khan's  instructions  the  Ismaili  now 
considers  himself  an  East  African,  he.  together  with  members  of  the  other 
Asian  groups,  is  still  as  separated  from  the  Black  African  as  is  the  White 
Settler.    The  fine  new  half-a-mill ion  pound  Aga  Khan  Platinum  Jubilee  Hospital 
in  Nairobi  is  intended  for  all  communities  and  all  races  but  it  is  in  fact  used 
very  largely  by  the  Ismaili  Community.    The  twenty-five  year-old  Social  Service 
League  also  concentrates  largely  on  Asian  welfare  but  even  here  the  Committee 
has  not  been  in  a  position  to  include  any  appreciable  rehabilitation  in  their 
activities. 


In  1962  a  new  home,   'Joy  Town'  was  opened  by  the  Salvation  Army  for 
crippled  boys  on  the  outskirts  of  Thika.    This  was  made  possible  through  help 
from  the  Red  Cross  and    contributions  from  business  firms  etc.  as  well  as  from 
the  Youth  Helps  Youth  Organisation.     The  home  caters  for  44  disabled  youngsters 
and  has  a  waiting  list  of  nearly  200.    Treatment,  both  by  surgery  and  by 
physiotherapy,  is  given  to  the  cases  who  can  benefit  while  schooling  and 
vocational  training  are  given  to  all  inmates.    The  Salvation  Army  keeps  in 
close  touch  with  the  Association  for  the  Physically  Disabled. 

Since  1959  the  Red  Cross  has  supplied  a  very  experienced  Health  Visitor 
who  is  in  charge  of  the  Dagaretty  Babies  Home  in  which  children  suffering  from 
malnutrition,  as  well  as  post  polio  and  deaf  children  from  the  Kiambu  area  are 
treated.    The  Home  is  financed  largely  by  the  African  Kiambu  District  Council. 

Lately  a  second  nursing  sister  and  young  volunteers  from  Voluntary  Service 
Overseas  have  been  supplied  through  the  Red  Cross.    Funds  have  been  raised 
through  the  Red  Cross  and  other  organisations  to  enlarge  this  home  in  Kikuyuland. 

Although  there  are  a  number  of  organisations  in  Kenya  concerning  themselves 
with  one  aspect  of  social  welfare  or  another,  relatively  little  is  done  in  the 
field  of  rehabilitation.    The  lot  of  the  disabled  European  is  easiest.  Often, 
although  by  no  means  invariably,  he  is  an  expatriate  who  can  be  brought  home 
for  treatment  and  rehabilitation.    The  Asian  is  less  well  of.    For  the  African 
there  is  little  indeed. 


MADAGASCAR 


COMPARATIVE  STATISTICS 


MADAGASCAR 

UNITED 
KINGDOM 

U.S.A. 

Area  (in  square  miles) 

228, 000 

93.000 

3,553,898 

Area  (in  square  kilometres) 

590,520 

240,870 

9, 204,595 

Population 

5,000,000 

52.673,000 

183, 285,000 

Number  of  Doctors 

430 • 

70,800 

245,000 

Population  per  Doctor 

11,627 

744 

748 

Number  of  Hospitals 

7 

3,280 

6,923 

Number  of  Hospital  Beds 

12,000t 

577, 100 

1,669,789 

♦Including  310  with  diplomas  from  the  Medical  School  at  Tananarive, 
tincluding  beds  in  medical  centres,  infirmaries  and  maternity  centres. 


Madagascar  lies  like  a  giant' s  first  stepping-stone  from  Africa  to  the 
East.    Or  perhaps  it  would  be  more  correct  to  call  it  the  last  stepping-stone 
frcMD  the  East  for  the  people  of  Madagascar  came  in  a  series  of  waves  of 
immigration  from  the  orient  and  the  modern  Malagasy  has  more  than  a  little 
Indonesian  blood.    The  population  is  largely  agricultural  or  pastoral. 

The  Malagasy  Republic  came  into  being  in  June  1960.  The  country  still 
has  close  ties  with  France  and  many  of  the  Malagasy  doctors  have  trained  in 
Prance.    Others  are,  in  fact,  French  and  paid  from  French  government  funds. 

A  university  was  established  in  Tananarive  in  1960.    There  is  a  medical 
school. 

Annually  some  three  thousand  out-patients  (three  hundred  from  Reunion) 
are  dealt  with  at  the  'Centre  d' Apareillage  de  Madagascar'   in  the  grounds  of 
the  Befelatanana  Hospital  in  Tananarive.    Here  artificial  limbs,  calipers, 
crutches  etc.  are  provided.    Two  doctors  are  on  the  staff,  the  head  of  the 
unit  being  a  French  Colonel  from  the  'Troupes  Coloniales'  .    In  addition  there 
are  five  nurses  and  clerical  personnel  and  twelve  technicians.    The  building 
is  spacious  and  well  appointed. 

A  proposal  for  a  rehabilitation  centre  to  cost  M.  Francs  15,000,000 
(c.  £2,000)  has  been  put  forward.    This  is  a  modest  project.  -  'There  is  no 
need,  at  least  at  the  beginning,  for  great  expense.     It  will  only  be  necessary 
to  provide  a  building,  a  nurse  -  male  or  female  -  and  such  equipment  as 
adjustable  stairs,  parallel  bars,  a  ramp  for  walking,  a  wall  mirror,  mattresses, 
benches,  climbing  frame  etc.'.    The  proposal  should  be  -  and  no,  doubt  -  will 
be  -  very  seriously  considered. 


At  Antsirab^,    approximately  100  miles  from  the  capital,  there  is  a 
rehabilitation  centre  of  the  type  sought  for  Tananarive.    This  centre  has,  in 
a  modern  three-storey  building,  95  beds  although  when  I  visited  it  there  were 
only  47  in-patients  and  30  out-patients,  attending  for  treatment.    There  are 
two  doctors  and  five  physiotherapists,  four  of  whom  are  Catholic  sisters. 
There  is,  at  the  present,  no  resident  surgeon  but  one  comes  regularly  from 
Tananarive  for  consultations.    Operations  are  carried  out  in  Tananarive. 

In  the  workshops  of  this  centre  there  are  three  bootmakers  and  leather- 
workers  and  two  mechanics,  all  trained  locally. 

Patients  come  spontaneously  from  Reunion  and  the  Comoro  Islands  as  well 
as  from  different  parts  of  Madagascar  itself  but  few  cases,  if  any,  are  seen  in 
the  acute  stage  of  poliomyelitis.    There  is  no  occupational  therapy  department 
nor  any  vocational  training.    This,  together  with  a  properly  organised  follow- 
up  service,  seems  to  be  the  greatest  deficiency,  for  the  hospital  authorities 
complain  of  the  deterioration  of  discharged  patients. 


MALI 


COMPARATIVE  STATISTICS 


MAI  T 

UNITED 
KINGDOM 

U*  o«  A* 

Area  (in  square  miles) 

463,320 

93,000 

3,553,898 

Area  (in  square  kilometres) 

1,200,000 

240, 870 

9,204,595 

Populat  ion 

4.300,000 

52,673,000 

183,285,000 

Number  of  Doctors 

70,800 

245,000 

Population  per  Doctor 

744 

748 

Number  of  Hospitals 

3,280 

6,923 

Number  of  Hospital  Beds 

577.100 

1,669,789 

The  Republic  of  Mali  lies  north  of  Upper  Volta,  Guinea  and  the  Ivory 
Coast;  east  of  Mauritania;  west  of  the  Niger  and  south  of  Algeria  and  the 
Sahara.    It  is  self-sufficient  in  food  but  its  exports  are  small. 

Rehabilitation  services  are  negligible  but  it  is  understood  that 
provision  has  been  made  in  the  1963  budget  for  a  Groupe  Mobile,  similar  to 
those  organised  by  the  French  Ministere  des  Anciens  Combattants  et  Victimes 
de  la  Guerre  at  Dakar,  Port  Lamy  and  Ouagadougou.    The  unit  with  a  French 
doctor  and  two  technicians  will  be  based  at  Bamako. 


MAURITANIA 


COMPARATIVE  STATISTICS 


MAURITANIA 

UNITED 
KINGDOM 

US&^A^ 

Area  (in  square  miles) 

93,000 

3,553,898 

Area  (in  square  kilometres) 

1,169.000 

240, 870 

9,204.595 

Population 

630. 000 

52,673,000 

183,285,000 

Number  of  Doctors 

23 

70. 800 

245,000 

Population  per  Doctor 

27.309 

744 

748 

Number  of  Hospitals 

3 

3,280 

6,923 

Number  of  hospital  beds 

129 

577, 100 

1,669,789 

The  Islamic  Republic  of  Mauritania  lies  north  of  Senegal  and  west  of 
Mali.    To  the  east  is  the  Atlantic  Ocean  and  to  the  north-east  Spanish  Rio  de 
Oro.    To  the  north-west  are  Algeria  and  the  Sahara  which  indeed  stretches 
through  all  the  northern  part  of  Mauritania  itself  and  into  Rio  de  Oro.  Many 
of  the  inhabitants  are  Moorish  pastoral  nomads,  more  in  S3rmpathy  with  Morocco 
than  with  the  ex-French  republics  to  the  south.    Prance  granted  independence 
to  Mauritania  in  1961  but  still  provides  considerable  support  and 
administrative  assistance. 

There  are  no  medical  schools  in  the  country,  no  orthopaedic  hospital*  aad 
no  orthopaedic  surgeons.    Rehabilitation  services  do  not  exist  and  ther«  are 
no  facilities  for  obtaining  orthopaedic  appliances  except  from  abroad. 


MAURITIUS 


COMPARATIVE  STATISTICS 


MAUBITILS 

U.S.A. 

AX  Co.    \Hl   oQUIlrc;  IDllco^ 

y«j ,  UUU 

O  f  ODO  ,  0£70 

Area  (in  square  kilometres) 

2. 124 

240, 870 

9,204,595 

Population 

650.000 

52,673,000 

183,285,000 

Number  of  Doctors 

125* 

70, 800 

245,000 

Population  per  Doctor 

5,200 

744 

748 

Number  of  Hospitals 

8 

3,280 

6,923 

Number  of  Hospital  Beds 

2,260 

577, 100 

1,669,789 

*11  of  whom  are  doctors  employed  by  the  sugar  estates  which,  if  of 
more  than  25  acres,  are  obliged  by  law  to  provide  certain  medical 
services. 


The  island  of  Mauritius,  a  gentle  green  island  of  approximately  the  size 
of  the  county  of  Surrey,  lies  out  in  the  Indian  Ocean,  1400  miles  from  the 
mainland  of  Africa,  and  some  500  miles  beyond  the  east  cost  of  Madagascar. 
Mauritius  is  a  British  colony  and  is  administered  with  its  satellites  of 
Rodriguez  (pop.  17,000),  Chagos  Archipelago  (1,180  miles  to  the  north  east), 
St. Brandon  (250  miles  to  the  north)  and  Agalega  (500  miles  to  the  north). 

Mauritius  is  of  volcanic  origin.    Its  economy  is  dominated  by  the  sugar 
industry,  which  in  fact  comprises  about  97%  of  the  country' s  exports. 

Owing  to  its  geographical  position  in  the  cyclone  area  of  the  Indian 
Ocean,  Mauritius  knows  too  well  the  damage  to  crops  and  buildings  and  all  the 
health  problems  attendant  on  this  type  of  disaster.     In  January  1960  cyclone 
'ALIX'  with  wind  gusts  of  up  to  125  miles  per  hour  struck  the  island. 
Twenty-five  thousand  people  had  to  seek  shelter  in  refuge  centres.    Six  weeks 
later  cyclone  'CAROL'  ,  with  gusts  measuring  up  to  159  miles  per  hour,  passed 
directly  over  Mauritius,  destroying  70,000  buildings  and  obliging  80,000 
people  to  take  refuge  in  prepared  centres.    Problems  such  as  these  -  a  quarter 
of  a  million  Mauritians  received  T.A. B.  injections  after  CAROL  -  have  taxed 
the  social  services  and  it  is  not  surprising  that  in  the  summer  of  1962  there 
were  still  families  housed  in  temporary  homes.    Several  building  projects, 
including  extensions  to  hospitals,  had  had  to  be  abandoned. 

Of  perhaps  even  more  importance  as  far  as  the  problems  of  disability  are 
concerned  was  the  poliomyelitis  epidemic  of  1945,    This  left  a  wake  of  crippled 
children  who  are  now  young  men  and  women  and  for  whose  special  education  or 
vocational  training  during  their  years  of  adolescence  very  little  provision 


was  made.    In  the  Hospice  Pere  Laval  sisters  of  the  Ordre  de  Bon  Secours  care 
for  thirty-seven  disabled  girls,  many  of  whose  disabilities  date  from  the  '45 
epidemic.    Some  twenty  disabled  young  men  are  temporarily  housed  in  a  former 
doctor's  residence  in  the  grounds  of  the  Princess  Margaret  Orthopaedic 
Hospital.  Candos.    These  young  people  are  today  looking  for,  and  entitled  to, 
gainful  employment,  responsibility  and  the  companionship  of  marriage  and 
family  life.    Physical  disability  should  not  be  accepted  as  an  automatic  bar 
to  these  and  the  Minister  of  Health  and  his  staff  are  anxious  to  provide  the 
services  that  will  in  fact  set  these  disabled  on  a  level  with  the  able-bodied. 

Included  in  the  government  institutions  of  Mauritius  there  are:- 

8  hospitals  (1,191  beds) 
1  leprosarium  (61  beds) 

1  orthopaedic  centre  (202  beds)  ' 

There  are  also  twenty-seven  hospitals  (593  beds)  completely  managed  by  the 
sugar  estates.    All  estates  of  more  than  twenty-five  acres  are  obliged  to 
provide  hospital  accommodation  and  equipment,  medical  attendance,  medicines 
etc.    But  these  estate  hospitals,  in  fact,  serve  only  some  8,000  of  the 
population  and  the  estates  employ  only  a  dozen  qualified  doctors.    There  are 
also  five  small  private,  commercial  nursing  homes  and  a  recently  established 
'Clinique  Mauricienne' ,  providing  surgical  services  to  fee-paying  patients. 

On  the  island  there  are  five  qualified  physiotherapists.    Pour  of  these 
are  employed  on  contract  and,  at  the  end  of  the  contract  period,  may  well 
decide  to  continue  their  careers  in  other  parts  of  the  world.    The  departure 
of  only  two  or  three  would  leave  the  physiotherapy  services  sadly  depleted  and 
the  authorities  may  feel  that  steps  should  be  taken  to  ensure  continuity. 

The  Orthopaedic  Workshop,  housed  in  the  forbidding  walls  of  the  old 
prison,  is  responsible  for  making  and  repairing  (a)  all  artificial  limbs  for 
the  physically  disabled  (about  325  cases);  (b)  splints  and  surgical  boots  for 
over  3,500  cases  mostly  poliomyelitis;  (c)  other  appliances  for  fractures  and 
orthopaedic  conditions;  (d)  hospital  furniture  and  surgical  instruments; 
(e)  hernia  trusses. 

The  staff  at  the  workshop  number  thirty-four  including  fitters,  carpenters, 
shoenakers,  seamstresses.    There  are  also  facilities  for  training  about 
thirty  disabled  in  the  various  trades  used  in  the  workshop.    They  may,  on 
qualifying,  be  absorbed  into  the  staff  of  the  workshop  or  may  obtain  industrial 
employment  outside. 

The  Workmen's  Compensation  Act,  introduced  in  1931,  repealed  two  former 
statutes,  one  of  which  had  been  enacted  as  early  as  1888  to  provide  compensa- 
tion for  certain  classes  of  industrial  injur.    Today  the  government  medical 
services  provide  free  examination  and  treatment  at  40  static  and  4  mobile 
dispensaries. 

The  problem  of  vocational  rehabilitation  in  Mauritius  is  very  real.  At 
the  present  juncture,  as  has  been  shown,  there  Is,  as  a  result  of  previous 


poliomyelitis  epidemics,  a  disproportionately  large  number  of  young  disabled 
men  and  women  ready  for  employment.  But,  even  if  this  figure  is  exceptional, 
there  will  always  be  a  percentage  of  disabled,  as  in  any  community. 

Unfortunately,  the  limited  size  of  the  island  of  Mauritius  precludes  the 
adoption  of  the  normally  accepted  rehabilitation  service  with  its  breadth  of 
vocational  training.    It  was  not  so  long  ago  that  in  the  United  Kingdom  and 
other  countries  with  existing  rehabilitation  services,  the  disabled  were 
traditionally  restricted  to  certain  crafts  and  trades.    Basket -making,  rug- 
making,  simple  carpentry,  cobbling  -  these  were  the  occupations  generally 
recognised  as  the  only  ones  appropriate  for  the  disabled.    It  would  be  a 
pity  if  such  an  attitude  were  to  be  adopted  in  Mauritius.    It  would  hardly  be 
possible  to  establish  a  school  for  training  the  disabled  with  a  large  choice 
of  courses  in  different  subjects.    A  different  method  must  be  found  which  will 
provide  the  training  for  gainful  employment  which  Mauritius' s  Ministry  of 
Health  and  Reforms  Institutions  feels  is  the  right  of  the  disabled. 

If  the  generally  accepted  system  cannot  be  adopted  it  is  necessary  to 
devise  something  new,    'tailor  made'  for  Mauritius. 

The  Ministry  might  well  be  advised  to  consider  establishing  the  post  of 
Officer  for  Vocational  Training  for  the  Disabled,  with  the  responsibility  of 
obtaining  the  training  asked  for,  and  appropriate  to,  each  disabled  person. 
The  Technical  Institute  at  Allee  Brillant,  crowded  though  its  classes  may  be, 
can  make  room  for  a  few  disabled.    Employers  would  be  persuaded  or,  if 
necessary,  obliged  by  legislation,  to  accept  disabled  trainees  or  apprentices. 
The  Officer  for  Vocational  Training  for  the  Disabled  would  have  powers  to 
enforce  the  acceptance  of  trainees  both  by  government  institutions  and 
departments  as  well  as  by  private  enterprise.    But  it  is  unlikely  to  be 
necessary  to  have  recourse  to  the  courts  to  achieve  this  result  in  a 
community  of  the  twentieth  century. 

There  will  be  certain  expenses  involved,  particularly  in  providing 
transport  from  home  or  hostel  to  training  centre.    It  may  be  necessary  to 
allow  the  trainee  certain  allowances.    It  may  also  be  necessary  to  reimburse 
the  employer  for  working  hours  which  have  been  used  instead  for  teaching, 
although  this  would  be  a  light  enough  burden  for  most  responsible  employers 
to  shoulder  without  complaint. 

Notwithstanding  what  has  already  been  said  of  the  rights  of  the  disabled 
to  choose  their  own  training  and  employment,  there  must  be  certain  work  more 
appropriate  and  to  which  it  would  be  in  order  to  draw  the  disabled' s 
attention,  although  without  any  compulsion  on  its  acceptance. 

This  is,  in  fact,  already  done  in  the  orthopaedic  workshop  where 
disabled  young  men  and  women  are  accepted  for  training  in  the  different 
trades  undertaken  in  the  workshop.    Plans  are  also  in  train  to  set  up  an 
instrument  workshop  and  a  central  sterile  supply  department  in  the  new  general 
hospital  which  is  to  be  built  on  the  island.     It  is  thought  that  a 
considerable  number  of  the  disabled  can  be  absorbed  in  such  a  unit  with  the 


minimum  of  objection  from  the  able-bodied  unemployed.    It  is  also  an 
appropriate  milieu  for  anybody  embarrassed  by  his  or  her  disability.  However, 
it  is  important  to  remember  that  it  is  neither  kind  nor  good  eoonomics  to 
segregate  the  disabled.    It  is  society' s  responsibility  to  bring  them  up  to 
the  level  of  the  able-bodied  and  to  absorb  them  into  the  community  with  as 
little  differentiation  as  possible. 

Although  Mauritius  has,  because  of  its  size,  a  special  problem  in  the 
training  of  its  disabled,  it  has  also  the  almost  unique  advantage  of  being 
able  to  devise  and  build  up  its  own  rehabilitation  service  free  of  all 
prejudice  and  stultifying  tradition.    The  whole  concept  can,  if  necessary,  be 
redesigned  and  Mauritius  might  well  provide  a  blue-print  for  new  approaches 
to  rehabilitation.    Here,  indeed,  is  the  possibility  for  an  outside  voluntary 
organisation  to  make  a  constructive  gesture  at  relatively  modest  cost.  The 
temporary  provision  of  an  expert  to  plan  a  complete  rehabilitation  service 
for  this  small  island  would  be  invaluable;  so  much  so,  in  fact,  that  the 
Government  may  wish  to  have  the  responsibility  for  such  a  study. 


NIGER 


COMPARATIVE  STATISTICS 


,  r  ,„                                    ,.    .V,.,    ;     ,     ,t;  I 

THE  NIGER 

UNITED 
KINGDOM 

U,  S.  A. 

Area  (in  square  miles) 

484.000 

93,000 

3,553,898 

Area  (in  square  kilometres) 

1,253,560 

240,870 

9,204.595 

Population 

2,870,000 

52,673,000 

183,285,000 

Number  of  Doctors 

36 

70,800 

245,000 

Population  per  Doctor 

80,000 

744 

748 

Number  of  Hospitals 

2 

3,280 

6,923 

Number  of  Hospital  Beds 

750 

577, 100 

1.669.789 

The  Republic  of  Niger  is  mainly  desert  country.    Landlocked  and 
relatively  sparsely  populated  by  Muslim  tribes  it  is  surrounded  by  Dahomey 
(to  the  south)  Nigeria  and  Tchad  (to  the  south  east  and  east)  Libya  and 
Algeria  (to  the  north)  and  Mali  and  Upper  Volta  (to  the  west). 

The  Republic  has  no  school  of  medicine  or  teaching  hospital,  but  at 

Niamey,  the  capital,  there  is  a  National  School  of  Nursing.    Here  male  and 

female  nurses  undergo  a  two-year  course,  some  thirty  new  students  being 

enrolled  each  year  and  undertaking  both  theoretical  and  practical  work. 

The  hospital  at  Niamey  has  400  beds  and  the  hospital  at  Zinden  has 
350  beds. 

A  medical  member  of  the  staff  of  the  Niamey  hospital  is  at  present  at 
the  Raymond-Poincare  hospital  at  Garches  near  Paris,  studying  rehabilitation 
techniques.     It  is  proposed  to  establish  shortly  a  rehabilitation  service  in 
the  Niger,  starting  with  some  twenty  beds  for  post -poliomyelitis  cases. 


NIGERIA 


COMPARATIVE  STATISTICS 


UNITED 


NIGERIA 


KINGDOM 


U.S.A. 


Area  (in  square  miles) 
Area  (in  square  kilometres) 
Population 
Number  of  Doctors 
Population  per  Doctor 
Number  of  Hospitals 
Number  of  Hospital  Beds 


36,000,000 


373,250 
966.700 


1,079 
33,364 


262 
16,878 


52,673.000 
70.800 
744 


93,000 
240,870 


3,  280 
577,100 


3,553,898 
9,204,595 
183, 285,000 
245.000 
748 
6,923 
1,669,789 


Nigeria  is  the  giant  of  Africa.    Although  its  area  is  considerably  less 
than  half  that  of  the  Congo  (L)  its  population  of  some  thirty-six  million  is 
more  than  double.    The  country  is  bounded  by  Dahomey,  Niger,  Tchad  and 
Cameroun,  and  has  some  six  hundred  miles  of  coast  line  with  harbours  at  Lagos 
and  Port  Harcourt.    The  economy  is  largely  agricultural  with  its  principal 
exports  of  palm  produce,  cocoa,  groundnuts,  rubber  and  cotton.    The  country 
is  fast  becoming  industrialised  and  motor  transport  is  increasing.  Nigerians 
can  expect  a  corresponding  increase  in  industrial  and  road  injuries. 

Nigeria  is  fortunate  in  having  a  teaching  hospital  at  Ibadan  and  a  new 
School  of  Medicine  at  Lagos.    Rehabilitation  itself  has  not  been  of  much 
concern  to  the  authorities  nor  to  voluntary  organisations  until  lately.  The 
blind,  lepers  and  more  recently  cerebral  palsy  children  have  evoked  a 
compassion  among  the  wealthier  and  philanthropic  public.  .  ,  , 

In  January  1963,  the  National  Fund  for  Research  into  Poliomyelitis  & 
Other  Crippling  Diseases  (U.K.)  made  a  grant  of  £20,000  to  establish  a  School 
of  Physiotherapy  at  University  College  Hospital,  Ibadan. 

In  the  past  physiotherapists  have  suffered  because  their  training  was  in 
no  way  adapted  to  the  conditions  in  countries  like  Nigeria.    Their  training 
fitted  them  only  to  work  in  a  big  centre  where  medical  men  could  supervise 
them  closely.    This  implies  that  they  can  only  be  used  in,  probably,  one  or, 
at  most,  very  few  hospitals  per  country,  whereas  the  need  for  physiotherapy 
is  enormous  not  least  because  the  medical  men  trained  to  reduce  the  physical 
disability  of  the  crippled  hardly  exist.  , 

An  appreciation  of  this  situation  persuaded  the  Polio  Research  Fund  to 
make  possible  the  establishment  of  a  school  of  physiotherapy  designed  for  the 
needs  of  Nigeria.    A  great  deal  of  work  still  needs  to  be  done  on  the  exact 
curriculum  to  be  taught.    Graduates  from  this  school  will  probably  be  trained 
to  take  over  most  of  the  plaster  work  and  simple  traction  devices,  thus 
freeing  the  doctor  considerably.    In  addition  they  will  probably  be  trained 
in  the  construction  of  simple  crutches  and  appliances. 


RHODESIA  &  INYASALAND,   CENTRAL  AFRICAN  FEDERATION  OF 


COMPARATIVE  STATISTICS 


I           ;■    ;  ■ 

N.  R. 

S.R. 

N. 

TOTAI.  OF 
FED. 

IINTTFn 

U.S.A. 

Atph   (  in  c;niiaFp  mi  1  pci^ 

900  000 

1  "iO  TOO 

46  000 

4.afi  TOO 

QT  nnn 

Of Doo , OaO 

Area  (in  square 

kilometres) 

751, 100 

389, 277 

119, 140 

1,  259, 517 

240,870 

9,204,595 

Population 

2, 460. 000 

3,  110, 000 

2, 860, 000 

8,430,000 

52,673,000 

183, 285, 000 

Number  of  Doctors 

230 

513 

73 

833 

70,800 

245, 000 

Population  per  Doctor 

10, 695 

6,062 

39, 178 

10,120 

744 

748 

Number  of  Hospitals 

210' 

3,  280 

6,923 

Number  of  Hospital  Beds 

4,  787 

10.  181 

3,032 

18,000 

577, 100 

1,669,789 

•Excluding  private  hospitals 


At  the  time  of  writing  the  disintegration  of  the  Central  African  Federation 
into  two  or  three  separate  units  seems  more  than  a  possibility.    In  1962,  how- 
ever, the  public  health  of  the  Federation  of  Rhodesia  and  Nyasaland  was  the 
responsibility  of  the  Federal  Ministry  of  Health.    Federation  had  many  opponents 
and  there  was  considerable  criticism  of  the  centralisation  of  medical  services. 
A  good  case,  however,  can  be  made  for  pooling  resources  even  though  distances 
and  the  consequent  transport  problems  may  hinder  the  availability  of  rehabili- 
tation services  to  many  of  the  population.    At  the  time  of  writing,  however, 
political  events  have  overtaken  the  Federation  and  it  appears  that  once  again 
there  will  be  three  distinct  political  frameworks  within  which  medicine  and 
medical  services  must  be  disposed. 

It  was  hardly  a  lifetime  ago  that  a  group  of  bivouacking  pioneers  ran  up  a 
Union  Jack  where  now  stands  the  skyscraper  city  of  Salisbury.    Today  the 
enormous  wealth  of  the  Copperbelt,  agriculture  and  light  industry  have  trans- 
formed the  Rhodesias  and,  to  a  lesser  extent,  Nyasaland.    What  the  future  holds 
in  store  and  what  the  politicans  will  do  with  this  fantastically  rich  and 
recently  acquired  heritage  remain  to  be  seen.     It  is  to  be  hoped  that  all  con- 
cerned with  the  medical  services,  whether  doctors,  laymen  or  politicians,  will 
be  able  to  ride  out  the  storm  of  political  controversy  and  establish  an 
imaginative  medical  service. 

Both  Northern  and  Southern  Rhodesia  have  a  number  of  voluntary  organisa- 
tions concerned  with  the  disabled.     In  fact,  perhaps  there  are,  for  the  size  of 
the  population,  too  many  such  organisations  in  the  country.    Some  aspects  of 
rehabilitation  are  almost  too  luxuriously  provided  for  while  others  are  piti- 
fully meagre.    There  exists  a  Co-operating  Committee  for  Care  of  Physically 
Handicapped  in  Southern  Rhodesia  but  it  appears  not  to  be  a  very  active  or 


imaginative  body.    No  doubt  the  Committee  feels  a  certain  understandable 
disinclination  to  coerce,  or  to  appear  to  be  coercing,  well  established  and 
wealthy  organisations. 

More  recently  the  Northern  Rhodesia  Commissioner  for  Social  Affairs  has 
convened  a  conference  to  consider  the  problems  of  the  handicapped  in  Northern 
Rhodesia.    Suggestions  at  this  conference  included  the  establishment  of  a 
central  body,  The  Northern  Rhodesia  Council  for  the  Handicapped;  the  erection 
of  a  centre  for  the  physically  handicapped  school  children  on  the  Copperbelt; 
a  survey  of  handicapped  adults.  , 

It  is  perhaps  not  altogether  surprising  that  the  disabled  European  is  at 
present  better  cared  for  than  the  disabled  African.    It  will  be  a  matter  for 
astonishment  if  future  governments  do  not  reverse  this  emphasis.    It  is 
important,  therefore,  that  a  satisfactory  pattern  for  rehabilitation  is 
established  at  an  early  date  and  if  the  Federation  breaks  up,  it  is  hoped  that 
each  part  will  itself  adopt  the  pattern  already  set. 

It  is  common  knowledge  that  there  is  a  quarter  of  a  million  pounds  ear- 
marked by  the  Workmen' s  Compensation  Commission  for  rehabilitation.    It  seems 
likely  that  the  Commission  has  hesitated  to  apply  this  sum  only  for  fear  of  not 
spending  it  as  wisely  as  it  might. 

Rhodesia  has,  in  fact,  a  golden  opportunity  to  establish  a  rehabilitation 
service  which  could  be  an  example  to  the  rest  of  Africa  -  and  indeed  beyond. 
£250,000;  a  medical  service  which,  although  not  lavish,  is  probably  less 
exiguous  than  that  of  any  other  country  in  Africa;  an  African-founded  rehabili- 
tation unit  to  be  the  core;  a  new  school  of  medicine;  a  modern  college  of 
social  service  -  here  are  five  components  for  any  one  of  which  a  country  would 
be  grateful. 

The  Jairos  Jiri  Centre,  a  description  of  which  will  be  found  later,  should 
certainly  be  the  basis  of  any  general  rehabilitation  scheme  and  a  Rhodesian 
Council  for  Rehabilitation,  representatives  of  medicine,  paramedic ine,  social 
work  and  voluntary  organisations,  should  have  little  difficulty  in  building  up 
a  service  around  the  inspiration  of  the  Jairos  Jiri  Society. 

Voluntary  Organisations  in  Southern  Rhodesia 
CIREAC 

The  Committee  to  Investigate  the  Rehabilitation  and  Education  of  African 
Crippled  was  set  up  by  a  small  group  from  the  medical  staff  at  Mpilo  Hospital, 
Bulawayo,  who  invited  other  medical  representatives  and  laymen  interested  in 
rehabilitation  to  join  them  in  this  study  group  in  order  to  undertake  research 
into  different  aspects  of  rehabilitation.    A  survey  of  the  numbers  requiring 
rehabilitation  and  the  types  of  disability  as  well  as  an  examination  of 
rehabilitation  priorities  In  the  Bulawayo  area  was  undertaken  by  members  of  the 
Committee  during  1962.    This  followed  a  previous  survey  of  in-patients  at  Mpllo' 
Hospital  in  1961.    Prom  this  first  survey  a  grim  picture  of  some  of  the 
rehabilitation  problems  of  Southern  Rhodesia  had  begun  to  emerge. 


Mr.W. V.James.  PRCS,  carried  out  an  investigation  of  the  1,300  hand  injuries  seen 
in  the  outpatient  department  of  Mpilo  in  1961,    He  makes  it  clear  that  the 
general  'outpatient  problem  is  just  as  staggering*  .    He  points  out  for  instance 
that,  while  physiotherapy  is  covered,  although  thinly,  by  the  present  hospital 
services,  vocational  and  educational  services  are  almost  nil.    He  suggests  that 
there  is  an  urgent  need  at  this  moment  for  a  convalescent  centre,  a  residential 
school,  a  vocational  training  centre,  a  Remploy  type  factory,  a  paraplegic  unit 
and  a  residential  home  for  the  ineducable  and  the  unemployable. 

CIREAC  could  well  be  an  official  advisory  body  on  rehabilitation  or  could 
be  charged  with  the  examination  of  specific  rehabilitation  problems.    It  is 
important  at  this  early  stage  to  provide  for  an  expert  body  of  this  nature  which 
is  not  overweighted  with  amateurishness,  however  well  meaning.    The  contribution 
of  the  lay  volunteer  is  invaluable  in  rehabilitation  but  this  should  not  be 
confused  with  medical  or  even  paramedical  expertise.    A  great  deal  of  embarrass- 
ment and  of  loss  of  goodwill  can  be  avoided  if  this  distinction  is  drawn  early 
and  the  invidious  separation  at  a  later  date  of  professional  sheep  from  amateur 
goats  is  avoided. 

A  recent  report  by  CIREAC  made  the  following  proposals: - 
(1)  A  National  Council  for  the  Crippled  with  a  responsibility 

(a)  to  ensure  a  national  service  for  cripples  of  all  races; 

(b)  to  promote  an  overall  rehabilitation  scheme  to  cover  the  education, 
vocational  training,  employment  and  welfare  of  all  cripples; 

(c)  to  co-ordinate  Institutions,  Associations  and  Departments 
involved  in  the  care  of  cripples; 

(d)  to  promote  schemes  concerned  with  the  prevention  of  crippling 
diseases  and  accidents; 

(e)  to  promote  the  education  of  the  public  in  the  prevention  and  the 
possibilities  of  treatment  of  crippling  diseases  and  accidents; 

(f)  to  act  as  a  central  body  to  which  all  projects  are  submitted,  and 
to  put  these  in  order  of  priority; 

(g)  to  negotiate  with  trusts  and  philanthropic  societies  overseas  for 
the  necessary  finance. 

Under  the  National  Council,  Regional  Councils  could  be  responsible  for 
their  own  areas. 

(2)  A  National  Survey  of  the  Crippled  which  would  include 

(a)  those  receiving  or  who  have  received  treatment; 

(b)  those  who  have  not  yet  sought  treatment  (possibly  on  a  random 
sample  basis). 


(3)  A  scheme  for  Bulawayo  consisting  of : - 

(a)  a  convalescent  centre  and  paraplegic  unit  for  these  paraplegics 
who  are  reasonably  stabilised; 

(b)  a  vocational  training  centre; 

(c)  a  Remploy  unit  to  accommodate  those  whose  disability  necessitates 
permanent  sheltered  employment; 

(d)  a  residential  school  for  children  who  are  too  disabled  to  attend 
an  ordinary  school; 

(e)  a  home  for  cripples  containing  50  beds. 

Research  was  also  considered  in  the  report.    Clinical  research  is  already 
being  carried  out  at  Mpilo  Hospital.    It  was  recommended  that  further  research 
should  be  undertaken  on  training  African  crippled  in  occupations,  on  universal 
surgical  appliances,  on  designs  of  homes  for  African  cripples,  on  suitable 
cheap  means  of  transport,  etc.    Finally  it  was  suggested  that  a  unified  service 
should  be  established  to  supply  orthopaedic  appliances  and  prostheses. 

Two  other  useful  surveys  have  been  undertaken  by  members  of  CIREAC.  A 
survey  of  in-patients  was  carried  out  in  1962  and  the  information  obtained  was 
consolidated  and  analysed  by  Mr. James.     Mr. A. Roper.  PRCS  was  responsible  for 
a  detailed  survey  of  the  disabilities  in  the  Jairos  Jiri  Centre. 

These  surveys  by  members  of  CIREAC  and  other  surveys  undertaken  indepen- 
dently were  particularly  useful  in  providing  statistics  and  reasoned  professional 
conclusions  for  both  the  Government  and  for  the  Council  of  Social  Services. 
It  is  hoped  that  the  wisdom  of  unification  among  the  voluntary  bodies  will 
become  even  more  apparent  and  that  those  concerned  will  not  be  too  reticent  in 
their  efforts  to  persuade  individual  groups  to  co-ordinate  and,  in  some  cases, 
even  to  merge. 

The  Jairos  Jiri  Rehabilitation  Centre,  Bulawayo 

The  Jairos  Jiri  Rehabilitation  Centre  was  founded  by  Mr. Jairos  Jiri,  MBE, 
for  Africans  in  1951.    It  is  situated  in  Bulawayo  and,  at  the  time  of  my  visit, 
was  catering  for  208  in-patients  and  42  other  inmates  not  under  training  but 
making  use  of  the  somewhat  limited  'sheltered  workshop'  facilities  of  the  centre. 
About  half  of  these  latter  were  considered  permanent  inmates.    The  patients 
consisted  of  the  physically  handicapped  (approximately  55%),  the  blind  (approxi- 
mately 35%)  and  the  deaf  (approximately  10%).    Occupational  therapy  at  the 
centre  very  naturally  merges  with  training  for  suitable  employment  outside  or 
in  the  sheltered  workshops  of  the  centre,  and  includes  basket  work,  cobbling, 
leather  work,  carpentry,  tailoring,  mattress  and  pillow  making,  sisal  work, 
domestic  science,  calabash  decorating,  manufacture  of  wire  coat-hangers  for  dry 
cleaning  firms  (carried  out  by  the  blind). 

The  Clinic  is  run  by  one  nurse  or,  to  be  more  precise,  by  one  fully  trained 
nursing  orderly  and  untrained  assistants. 


The  centre  has  nine  instructors,  only  one  of  whom,  however,  has  any 
recognised  qualifications,  and  she,  a  teacher  of  the  blind,  has,  for  want  of  a 
teacher  better  qualified,  volunteered  to  teach  the  deaf  children. 

The  administrative  staff  is  made  up  of  a  manager  aud  his  assistant.  A 
male  superintendent  is  responsible  for  the  boarding  arrangements  and,  under 
him,  there  are  three  kitchen  assistants,  four  to  help  with  the  boys  and  three 
with  the  girls. 

In  the  head  office  Mr.Jiri  has  two  assistants  and  there  are  two  more  in 
the  adjacent  shop,  made  available  rent  free,  where  goods  made  in  the  centre  are 
on  sale  to  the  public. 

Recently  the  Jairos  Jiri  Centre  has  opened  a  branch  at  Mukwapasi,  near 
Rusape,  east  of  Salisbury.    At  this  unit,  which  was  previously  St. Faith's 
Mission,  there  are  twenty-six  children  with  residual  paralysis  from  polio- 
Horelitis.    The  staff  here  totals  twelve,  including  both  nursing  and  domestic 
staff.    Five  hundred  acres  of  land  at  Silobela  near  Que  Que  have  recently  been 
given  to  the  Jairos  Jiri  Centre  by  the  Government.    This  is  being  used  to 
house  senile  cases,  young  chronic  sick  and  mentally  deficient  cases.    A  farm 
here  provides  food  and  livestock  and  will,  it  is  planned,  be  built  up  as  a 
training  unit  for  such  disabled  as  are  capable  of  work  on  the  land. 

*Mr.  Jiri  hopes  to  be  able  to  establish  a  further  unit  in  Salisbury.  A 
site  has  been  made  available  close  to  Harare  Hospital  and  it  is  proposed  to 
build  a  school  for  disabled  children  on  this  site.    It  would  include  hostel 
accommodation  as  well  as  school  rooms  for  teaching  academic  subjects  and  for 
vocational  training.    Such  a  school  would  be  a  centre  for  the  whole  of  Southern 
Rhodesia  and  the  children,  at  present  being  educated  in  part  of  the  Bulawayo 
rehabilitation  centre,  would  be  transferred  here.    If  £25,000  could  be  raised, 
matching  funds  to  this  amount  have  been  promised  and  this  school  could  be  built. 

In  the  early  part  of  1963  the  Royal  Commonwealth  Society  for  the  Blind  and 
the  National  Fund  for  Research  into  Poliomyelitis  &  Other  Crippling  Diseases 
have  combined  to  pay  the  salary  of  a  manager  for  the  workshops  at  the  Bulawayo 
centre.      It  is  gratifying  to  learn  that  the  homorary  medical  consultant  to 
the  Centre  reports  that  there  has  already  been  a  marked  improvement  in  the 
unit' s  medical  documentation  and  that  the  standard  of  workmanship  as  well  as 
the  output  have  risen  noticeably.    Greater  emphasis  has  been  laid  on  caliper 
discipline  with  very  satisfactory  results  and  a  weekly  clinic  has  begn  initiated 
which  is  attended  by  a  'rehabilitation  team'  including  the  honorary  surgeon, 
the  prosthetist  and  a  social  worker  responsible  for  vocational  assessment,  etc. 

The  Ministry  of  Health  makes  a  grant  in  aid  of  £500  per  annum  to  the  Jairos 
Jiri  Society  for  the  Blind  and  Physically  Handicapped. 

The  King  George  VI  Memorial  Children' s  Centre 

The  King  George  VI  Memorial  Children's  Centre  of  the  Rhodesian  Society  for 
the  Blind  and  Physically  Handicapped  is  for  European  children  only.  Parents 

•It  is  understood  that  since  this  report  was  written  funds  for  this  unit  have  been  made 
available. 


are  expected  to  pay  fees  but  reductions  are  authorised  up  to  complete  remission 
in  cases  of  hardship.    There  were  73  children  resident  in  tjie  home  on  the  day 
I  visited  it.    The  school  had  eighty-eight  pupils  of  ages  ranging  from  6  years 
to  over  16.    The  staff  of  the  school  department  of  the  Centre  is  made  up  as 
follows:  - 

1  headmistress  (non-teaching) 
5  teachers 

3  teachers  for  the  deaf 

1  audiologist 

1  speech  therapist 

1  teacher  for  the  blind 

1  teacher  for  the  partly  sighted 

1  individual  tutor  (part-time) 

if,  '  :i  ■■■■  '  " 

This  Centre  has  grown  out  of  a  snail  clinic  with  one  physiotherapist 
which  was  opened  in  1950.    This  was  housed,  by  the  courtesy  of  the  Rhodesian 
Red  Cross  Society,  in  their  premises  in  Lobengala  Street,  Bulawayo.    Ten  years 
later,  however,  there  were  some  £120, 000 -worth  of  buildings  on  a  new  freehold 
site.    Since  then  further  expansion  has  taken  place. 

Help  is  given  in  providing  additional  food  and  medicine,  wheel-chairs, 
crutches  etc. ,  and  grants  are  made  towards  the  cost  of  orthopaedic  boots, 
essential  for  use  with  government  supplied  calipers.    Arrangements  are  made  to 
send  disabled  children  to  appropriate  mission  and  other  training  schools.  In 
co-operation  with  the  Salisbury  branch  of  the  British  Red  Cross  Society  a  small 
part-time  rehabilitation  clinic  is  organised  in  premises  in  Beatrice  Road,  fronr 
which  a  limited  'follow-up'  scheme  is  maintained. 

The  Salisbury  Society  for  Handicapped  Africans  is,  in  comparison  with  the 
'European'  organisations,  very  much  the  poor  relation.    The  Society  has,  however, 
important  plans  for  an  impressive  rehabilitation  centre  already  on  paper  and  it 
is  to  be  hoped  that  the  Council  of  the  Society  will  be  successful  in  raising 
enough  money  to  start  work  on  a  rehabilitation  project  capable  of  coping  with 
at  least  some  of  the  rehabilitation  needed  for  disabled  African  children. 

Salisbury  Cerebral  Palsy  Association 

This  Association  is  responsible  for  a  day  centre  for  cerebral  palsy 
children  in  premises  on  the  Old  Gatooma  Road,  Salisbury.    The  newly  opened 
St. Christopher's  School,  part  of  this  unit,  is  well  designed  and  provides  a 
valuable  service  for  European  children.    The  Association  provides  nursery  school 
classes  -  one  for  mentally  normal  and  one  for  mentally  handicapped  children  - 
and  kindergarten  classes,  as  well  as  special  classes  for  children  with  multiple 
disabilities.    Nominal  charges  are  made  to  the  parents  and  a  yearly  grant-in- 
aid  of  £200  is  received  from  the  Ministry  of  Health.    A  new  residential  wing  is 
in  the  process  of  being  built. 

Adjacent  to  this  unit  there  is  a  plot  of  considerable  size  reserved  by  the 
municipal  authorities  for  rehabilitation  uses.    Some  members  of  the  Committee 
of  the  Salisbury  Cerebral  Palsy  Association  hope  that  this  land  can  be  used  to 


build  a  large  general  rehabilitation  centre  of  which  the  Cerebral  Palsy  Clinic 
and  the  St.  Christopher' s  School  would  be  a  part. 

Polio  Organisation 

The  Polio  Organisation  is  responsible  for  the  administration  of  the  Polio 
Centre.    This  unit  provides  for  Europeans  treatment,  including  hydrotherapy  in 
a  well  designed  pool,  as  well  as  a  small  school.    The  Centre  has  two  or  three 
physiotherapists  on  the  staff. 

The  Association  is  also  responsible  for  a  small  hostel  providing  residential 
accommodation  for  up  to  18  disabled  children.    The  hostel  is  in  a  converted 
private  house  and  caters  for  children  of  all  ages  and  of  both  sexes.  The 
eldest  occupant  is  a  young  man  in  his  mid-twenties.    The  hostel  committee  is 
considering  a  new  policy  of  accepting  children  disabled  from  other  causes  than 
poliomyelitis,  for  instance  cerebral  palsy. 

Polio  Fellowship 

The  Polio  Fellowship  is  entirely  a  social  welfare  organisation  for 
Europeans.    Financial  assistance  is  given  in  strict  confidence  to  needy  members. 
Social  functions  and  sports  are  arranged.    The  Fellowship  has  approximately 
seventy  disabled  members. 

Salisbury  Society  for  Handicapped  Africans 

The  aims  of  the  Salisbury  Society  for  Handicapped  Africans  are  stated  to 
be,  quite  simply,   'to  provide  the  necessary  treatment  and  assistance  to  enable 
handicapped  Africans  to  become  active  and  independent  citizens* .    It  is  non- 
political  and  non-denominational.    The  Chairman  of  the  Council  is  Mr.J.Madzima 
and  among  the  Vice-Presidents  are  Mr.  J.  H.  G.Robertson  M.Ch(Orth)  Liv. ,  FRCS,  and 
Mr.L.E.Levy  M.Sc. ,  (New  York)  MBBS,  PRCS.  FACS. 

The  Society  was  originally  established  as  the  African  Physically  Defective 
Society  by  a  small  group  of  Europeans  and  Africans,  through  the  combined  efforts 
of  the  Girl  Guides  (Handicapped  Branch),  a  social  worker  in  Harare,  the  African 
township  on  the  edge  of  Salisbury,  an  African  woman  teacher  and  a  voluntary 
physiotherapist. 

Consideration  has  been  given  to  fusing  this  Society  with  the  Jairos  Jiri 
Society,  but  clearly  a  considerable  degree  of  autonomy  would  have  to  be  retained 
by  the  Salisbury  Society.    Not  only  are  the  two  cities  some  three  hundred  miles 
apart  but  there  is  a  strong  civic  rivalry  between  Salisbury  and  Bulawayo. 
Moreover,  the  Mashona  people  of  the  north  and  the  Matabele  of  the  south  still 
retain  their  own  tribal  individualities  including  that  of  language. 

VOLUNTARY  ORGANISATIONS  IN  NORTHERN  RHODESIA 

Northern  Rhodesia  Polio  Fund 

The  Northern  Rhodesia  Polio  Fund  has  provided  an  excellent  hydrotherapy 
pool  at  the  Lusaka  Central  Hospital  at  a  cost  of  £4,000.    This  Fund  which  has 
considerable  financial  resources  also  provides  orthopaedic  appliances  for 


patients  unable  to  pay  for  them.    The  fund  has  no  centre  but  consideration  is 
currently  being  given  to  a  suggestion  that  a  rehabilitation  centre  should  be 
established  by  the  organisation. 

Northern  Rhodesia  Society  for  the  Care  of  Handicapped  Children 

This  Society  which  has  considerable  funds  derived  largely  from  the  State- 
recognised  lotteries,  functions  almost  entirely  in  NddTa  and  the  Copperbelt. 
Grants  are  made  to  assist  disabled  European  children,  enabling  them,  for 
instance,  to  attend  suitable  centres  in  Southern  Rhodesia,  the  Republic  of 
South  Africa  and  the  United  Kingdom.    The  Society  is,  as  in  the  case  of  the 
Northern  Rhodesia  Polio  F^d.  considering  plans  to  build  its  own  rehabilitation 
centre- 
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Senegal  was  the  oldest  French  colony  in  Africa,  the  first  French 
settlement  being  established  at  St. Louis  in  the  sixteenth  century.    As  early 
as  1916  the  inhabitants  of  the  principal  towns  had  rights  to  French 
nationality  with  the  result  that  today  there  is  a  second  generation 
professional  class  French  speaking  Africans  in  the  sophisticated  capital  of 
Dakar. 

Senegal,  surrounds,  with  the  exception  of  a  few  miles  of  seaboard,  the 
Brftish;  colony  of  the  Gambia,  but  the  relative  sizes  of  the  two  territories 
are  reflected  in  their  economies,  groundnuts.  Textile  works,  flour  mills, 
shoe  factories  and  cement  works,  producing  in  Senegal  an  affluence  which  does 
not  exist  in  the  smaller  British  Colony. 

One  of  the  'Groupes  Mobiles'  devised  by  France's  Ministere  des  Anciens 
Combattants  et  Victimes  de  la  Guerre  operates  from  Dakar.    The  Ministry  is 
responsible  only  for  ex-service  men  who  have  served  with  the  French  colours 
and  for  their  families,  but  agreements  are  being  discussed  with  several 
countries  of  ex-French  West  Africa  with  a  view  to  extending  these  Rehabili- 
tation services  to  civilians  and  to  the  country's  own  National  serving 
soldiers.    The  French  Ministry  has  intimated  that  although  willing  to 
undertake  this  responsibility  under  a  temporary  arrangement,  it  would  not  be 
willing  to  accept  it  as  a  permanent  obligation,  it  is  insisting  therefore 
that  nationals  of  the  countries  concerned  are  at  the  same  time  sent  out  to 
France  for  training  in  rehabilitation  techniques,  and  that  these  trainees 
undertake  to  return  to  their  countries  of  origin. 


The  Groupe  Mobile,  which  makes  two  or  three  extended  tours  per  year, 
usually  in  more  than  one  country,  consists  of: 

1  vehicle  for  equipment, 

1  vehicle  used  for  a  mobile  workshop, 

1  vehicle  for  carrying  personnel. 

The  Doctor  in  charge  of  the  group  travels  independently  of  the  convoy 
and  arranges  to  meet  it  at  various  rendezvous.    He  can  travel  faster  and 
complete  much  of  his  preliminary  work  before  the  prosthetists  and  other 
rehabilitation  staff  arrive. 

The  Groupe  Mobile  based  on  Dakar  serves  Mauritania  and  Guinea,  although 
there  is  as  yet  no  official  agreement  with  the  latter,  as  well  as  Senegal 
itself. 


SIERRA  LEONE 


COMPARATIVE  STATISTICS 


SIERRA  LEONE 

UNITED 
KINGDOM 

U.S.A. 

Area  (in  square  miles) 

27,925 

93,000 

3, 553,898 

Area  (in  square  kilometres) 

77,506 

240,870 

9,204,595 

Population 

2,500.000 

52,673,000 

183,285,000 

Number  of  Doctors 

75 

70,800 

245,000 

Population  per  Doctor 

33,333 

744 

748 

Number  of  Hospitals 

3,280 

6,923 

Number  of  Hospital  Beds 

1,511 

577, 100 

1,669,789 

Sierra  Leone,  a  sovereign  member  of  the  British  Commonwealth  since 
April.  1961,  is  one  of  the  smaller  and  poorer  West  African  territories. 
Eighty  percent  of  the  population  is  engaged  on  subsistence  farming  but  there 
are  also  limited  exports  of  palm  kernels,  ginger  and  cassava.    More  recently 
diamond  mining  has  grown  and  become  better  organised  and  controlled. 

In  the  Connaught  Hospital,  Freetown,  there  is  a  Department  of 
Physiotherapy  in  the  charge  of  Dr.H.M.Conteh.    Dr.Conteh  is  also  hoping  to  be 
able  to  establish  a  National  Rehabilitation  Centre  on  a  piece  of  land  close 
to  Freetown  made  available  by  the  Government.    Dr.Conteh  points  out  that  in 
Freetown  and  its  rural  areas  with  a  population  of  a  little  over  200,000, 
there  are  only  two  general  hospitals  (394  beds)  and  one  T.B.  hospital  (58 
beds).    There  is  also  a  small  limb-fitting  centre  outside  Freetown  with  a 
fully  qualified  limb-fitter,  whose  training  was  subsidised  by  the  World 
Veterans  Federation, 


SOMALIA 


COMPARATIVE  STATISTICS 


SOMALIA 

UNITED 
KINGDOM 

L.  S.  A. 

Area  (in  square  miles) 

270.000 

93,000 

3,553,898 

Area  (in  square  kilometres) 

696, 600 

240. 870 

9, 204, 595 

Population 

2,400.000 

52.673.000 

183. 285.000 

Number  of  Doctors 

66 

70.800 

245.000 

Population  per  Doctor 

36,363 

744 

748 

Number  of  Hospitals 

38* 

3,280 

6,923 

Number  of  Hospital  Beds 

2.718 

577, 100 

1,669, 789 

*8  provincial  hospitals  and  30  district  hospitals,  some  of  which 
are  very  small  indeed. 


The  Somali  Republic,  which  in  fact  comprises  the  Horn  of  Africa,  embraces 
what  were  previously  the  British  and  the  Italian  Somalilands,  but  leaves  the 
small,  but  very  valuable,  French  Somaliland  with  its  port  of  Djibuti,  as  an 
overseas  territory  of  Prance.    Eighty-five  per  cent  of  the  population  of 
Somalia  is  estimated  to  be  nomadic. 

The  European  Common  Market,  of  which  Somalia  is  an  associating  member, 
has  recently  built  a  600-bed  hospital  (not  included  in  the  statistics  given 
above)  outside  Mogadishu.    It  may  be  equipped  and  functioning  by  the  time  this 
report  is  printed.         .  „    .  ■  . 

Of  the  sixty-six  doctors  in  the  country  only  two  are  Somalis.  The 
remainder  are  Italian  (44),  Egyptian  (9),  Russian  (7)  and  Indian  (4).  There 
is  a  WHO  medical  mission  and  a  school  of  nursing  operated  jointly  by  the 
government,  WHO  and  UNICEP.    There  are  no  rehabilitation  services  and  no 
physiotherapy  is  availabl,e  even  in  Mogadishu.    The  provision  of  physiotherapy 
must  certainly  be  one  of  the  highest  priorities,  if  not  the  highest,  but  a 
scheme  for  providing  rehabilitation  services,  including  treatment  and  a  supply 
of  orthopaedic  equipment,  would  be  a  very  valuable  contribution  to  the  health 
and  welfare  of  over  two  million  nomads  and  over  three  hundred  and  fifty 
thousand  townsmen  and  villagers.    The  provision  of  rehabilitation  services 
for  peripatetic  societies  such  as  those  in  the  desert  lands  of  Somalia  -  and 
in  many  other  parts  of  Africa  and  the  Middle  East  -  would  be  a  valuable  and 
challenging  research  project. 


TANGANYIKA 


COMPARATIVE  STATISTICS 


TANGANYIKA 

LNITED 
KINGDOM 

U.S.A. 

Area  (in  square  miles) 

363,688 

93,000 

3,553,898 

Area  (in  square  kilometres) 

941,952 

240,870 

9, 204, 595 

Population 

9, 100,000 

52,673,000 

183,285,000 

Number  of  Doctors 

1,  160 

70,800 

245,000 

Population  per  Doctor 

7,844 

744 

748 

Number  of  Hospitals 

253 

3,280 

6,923 

Number  of  Hospital  Beds 

15,643 

577, 100 

1,669,789 

Tanganyika,  which  achieved  independence  in  1961,  has  an  African 
population  of  almost  9,100,000  in  120  different  tribes.    There  are  approxi- 
mately 100,000  Asians  and  there  were,  before  independence,  some  20,000 
Europeans.    Of  the  African  population  of  nine  million,  probably  little  more 
than  half  a  million  are   'gainfully  employed'  . 

The  new  and  well-equipped  Princess  Margaret  Hospital  at  Dar-es-Salaam  has 
a  physiotherapy  unit  with  one  whole-time  and  one  part-time  physiotherapist. 
For  the  disabled  who  pass  through  this  hospital  most  of  his  problems  do  not 
start  until  he  is  discharged  from  it.    For  the  great  mass  of  the  population 
who  do  not  reach  Dar-es-Salaam  there  is  no  rehabilitation,  even  in  the  limited 
sense  of  physiotherapy. 

A  scheme  for  providing  artificial  limbs  for  amputees  was  started  by  the 
Tanganyika  Branch  of  the  British  Red  Cross  Society  in  1952  and  continued  with 
financial  assistance  from  the  majority  of  the  Native  Authorities.    So  many 
artificial  limbs  were  required  that  a  full-time  carpenter  was  employed  to  make 
them.    During  their  stay  in  Dar-es-Salaam  for  fittings,  patients  were  housed 
and  fed  by  the  Red  Cross. 

In  1960  Sir  Harry  Oppenheimer  gave  £2,000  a  year  for  five  years  towards 
the  running  of  a  rehabilitation  centre.    The  Salvation  Army  offered  accommoda- 
tion at  Mgulani  Camp  near  Dar-es-Salaam  for  20  orthopaedic  patients  to  stay 
during  convalescence  or  fitting  of  artificial  limbs  or  calipers.    This  was 
opened  in  July  1961,  the  Salvation  Army  being  responsible  for  the  domestic 
side  of  the  Camp.    Various  donations  enabled  the  Branch  to  purchase  a  bus  for 
transporting  patients  to  and  from  hospital,  and  gymnasium  equipment  for 
physiotherapy. 


Physiotherapy  is  given  at  the  Camp  by  volunteers.    The  Conmittee  has 
discussed  the  possibility  of  employing  a  full-time  physiotherapist  but  funds 
have  not  been  available.    The  provision  of  a  teacher  has  also  been  discussed. 

In  April  1962  the  British  Red  Cross  Society  sent  out  for  two  years  an 
occupational  therapist  recruited  through  the  International  Voluntary  Service 
with  financial  assistMce  from  them.    This  occupational  therapist  is  living  at 
the  Centre  and  has  started  her  work  among  the  patients. 

It  is  also  proposed  to  establish  a  rehabilitation  project  at  Mwanza  and 
conversations  have  already  taken  place  with  representatives  of  the  Polio 
Clinic  at  Kampala,  which,  although  in  a  different  country,  is  considerably 
closer  than  Dar-es-Salaam,  the  capital  of  Tanganyika.    This  proposal  is  the 
result  of  one  man' s  enthusiasm  but  it  remains  to  be  seen  whether  he  achieves 
his  purpose. 

The  ideal  pattern  would  seem  to  be  one  in  which  voluntary  organisations 
would  provide  services  con5)lementary  to  those  available  from  the  official 
medical  services.    Indeed  it  seems  that  the  local  medical  authorities  would 
welcome  such  a  scheme,  chiefly  perhaps  because  the  voluntary  bodies  would 
supply  facilities  that  they  themselves  are  unable  to  supply  at  this  early 
stage  in  the  country's  independence. 

It  is  understood  that  official  applications  for  support  of  a  proposed 
rehabilitation  scheme  have  been  submitted  by  the  Ministry  of  Health  to 
philanthropic  bodies  overseas  but  there  is  no  report  yet  of  assistance  being 
promised. 


TCHAD 


COMPARATIVE  STATISTICS 


TCHAD 

UNITED 
KINGDOM 

L.  S.  A. 

Aicd.   ( in   SQUaTB  milcS) 

495, 752 

93, 000 

3, 553, 898 

Area  (in  square  kilometres) 

1,284,000 

240,870 

9,204,595 

Population 

2,500,000 

52,673,000 

183, 285,000 

Number  of  Doctors 

43 

79.800 

245.000 

Population  per  Doctor 

60,000 

744 

748 

Number  of  Hospitals 

4 

3,  280 

6.923 

Number  of  Hospital  Beds 

1,049 

577, 100 

1.669.789 

The  Republic  of  the  Tchad  is  bordered  by  six  countries.  Libya,  the  Sudan, 
the  Central  African  Republic,  the  Republic  of  the  Cameroun,  Nigeria  and  Niger. 
It  is  a  poor,  largely  desert  country  with  the  nomadic  or  semi-nomadic 
population  that  alone  can  exist  in  this  type  of  terrain.    More  fertile  ground 
in  the  west  could  provide  a  satisfactory  agricultural  economy  were 
communications  better,  both  within  the  country  and  with  foreign  countries. 

There  are  four  hospitals  in  the  Republic  as  well  as  twenty  medical 
centres  (795  beds)  and  a  hundred  dispensaries  (525  beds).    There  is  an 
orthopaedic  workshop  principally  for  ex-servicemen  but  also  providing 
prostheses  for  the  civilian  population.    A  National  School  of  Nursing  is 
attached  to  the  hospital  at  Port-Lamy,  the  capital. 


TOGO 


COMPARATIVE  STATISTICS 


TOGO 

UNITED 
KINGDOM 

U.  S.  A, 

Area  (in  square  miles) 
Area  (in  square  kilometres) 
Population 
Number  of  Doctors 
Population  per  Doctor 
Number  of  Hospitals 
Number  of  Hospital  Beds 

36.000 
83, 240 
1,440.000 
49* 
29.500 
14 
977 

93,000 
24U , o  <U 
52,673,000 
70.800 
744 
3,280 
577, 100 

3.553.898 

183, 285.000 
245,000 
748 
6,923 
1,669,789 

♦Of  whom  8  are  in  private  practice. 


Togo,  a  relatively  small  sliver  of  territory,  lies  between  Ghana  and 
Dahomey  with  a  few  miles  of  common  frontier  with  Upper  Volta  to  the  north. 

There  are  at  present  no  rehabilitation  facilities  in  Togo.    A  leprosy 
service  is  planned  and  this  will  be  based  on  out-patient  treatment  in  local 
dispensaries.    There  are  two  leprosaria  and  it  is  hoped  to  organise  limited 
rehabilitation  (orthopaedics  and  physiotherapy)  at  these  institutions. 


UGANDA 


COMPARATIVE  STATISTICS 


UGANDA 

UNITED 
KINGDOM 

U.  S.  A. 

Area  (in  square  miles) 

76, 135 

93,000 

3, 553,898 

Area  (in  square  kilometres) 

197, 191 

240,870 

9,204,595 

Population 

6.500,000* 

52,673,000 

183,285,000 

Number  of  Doctors 

777 

70,800 

245,000 

Population  per  Doctor 

8.378 

744 

748 

Number  of  Hospitals 

42 

3,280 

6,923 

Number  of  Hospital  Beds 

9,440* 

577, 100 

1,669,789 

♦Including  dispensary  and  maternity  unit  beds. 


Uganda  is  a  land-locked  country  with  the  Congo  on  the  east,  the  Sudan  on 
the  north,  Kenya  on  the  west  and  Tanganyika  and  Ruanda  Urundi  on  the  south.  It 
is  mostly  very  fertile,  producing  cotton,  coffee  and,  to  a  lesser  degree,  sugar, 
tea  and  cocoa.    There  is  a  copper  mine  and  a  small  number  of  light  industrial 
enterprises  have  been  set  up  in  recent  years. 

Within  the  borders  of  Uganda  the  Kingdom  of  Buganda,  although  for  some 
purposes  considered  one  of  the  four  provinces  of  Uganda,  has  its  own  -  the 
Kabaka' s  -  Government,  with  its  own  Ministry  of  Health  and  Works.  Uganda 
achieved  its  independence  within  the  British  Commonwealth  in  October  1962,  one 
hundred  and  four  years  after  Speke  first  set  eyes  on  Lake  Victoria  and  more 
than  sixty  years  after  it  had  become  a  British  protectorate. 

The  new  Mulago  Hospital  in  Kampala  was  officially  opened  at  the  time  of 
independence.    This  900-bed  hospital  has  the  most  up-to-date  equipment  and  a 
medical  staff  of  77.         The  Medical  School,  part  of  the  University  College  of 
East  Africa,  Makerere,  stands  adjacent  to  the  hospital  and  has,  at  the  moment, 
some  190  students. 

In  Kampala  there  is  also  the  Mengo  Hospital,  originally  a  missionary 
hospital,  and  throughout  the  country  there  is  a  network  of  government  hospitals 
of  various  sizes,  supplemented  by  a  number  of  hospitals  and  dispensaries  run 
by  Protestant  and  catholic  missionaries. 

In  the  field  of  rehabilitation  the  most  interesting,  as  indeed  almost  the 
only,  feature  is  the  Round  Table  Polio  Clinic.     In  1956  the  Kampala  Round 
Table,  the  local  section  of  a  young  men's  service  organisation  with  clubs  all 
over  the  world,  approached  the  medical  officers  of  the  Uganda  Government  with 


a  request  for  suggestions  as  to  how  its  members  could  make  themselves  useful  to 
the  community.    As  a  result  of  this  approach  the  Round  Table  Polio  Clinic  at 
the  Mulago  Hospital  was  opened  in  June  1957  and  has  continued  to  be  financed 
mainly  by  voluntary  contributions. 

There  were,  by  the  spring  of  1963,  over  2,000  patients.    Most  of  these  were 
children  under  the  age  of  five,  and  practically  all  of  them  required  a  caliper. 
The  Clinic  is  rapidly  expanding.    In  the  last  year  nearly  600  new  patients  were 
seen.    Despite  the  large  number  already  attending,  it  is  clear  that  these  form 
only  a  small  proportion  of  all  the  cases  of  poliomyelitis  throughout  the 
country.    Many  patients  are  still  seen  with  severe  contractures  of  several 
years'  duration. 

The  clinic  was  fortunate  in  being  able  to  take  over  certain  accommodation 
vacated  by  the  hospital  when  it  moved  into  its  new  building.    This,  with  help 
from  'The  Save  the  Children  Fund'  ,  makes  possible  hostel  accommodation  for 
children  who  do  not  live  locally.    The  clinic  also  includes  a  swimming  pool  and 
workshop,  and  up  to  now  has  been  staffed  by  part-time  physiotherapists,  a 
secretary  and  social  workers.    A  van  is  used  for  the  follow-up  of  patients  and 
a  pilot  scheme  in  conjunction  with  a  mission  school  is  in  operation  for  the 
education  of  disabled  children. 

The  workshops  make  simple  and  inexpensive  calipers  which  are  available 
through  a  'bank'  system  so  that  immediate  fitting  is  possible.    The  same 
arrangement  obtains  for  crutches  and  shoes,  thus  usually  enabling  a  patient  to 
be  completely  fitted  out  in  a  matter  of  minutes.    A  few  patients  are  able  to 
pay  and  a  charge  of  up  to  10/-  is  made  in  these  cases.    Shoes  and  crutches  are 
paid  for  from  funds  provided  by  the  Round  Table. 

Adequate  notes  are  considered  important  for  research  and  these  are  dictated 
as  the  patient  is  examined.    Photographic  records  of  patients  are  taken  at 
various  stages  of  their  treatment  and  muscle  charts  at  each  attendance. 

Existing  research  projects  include  evaluation  of  various  simple  operations 
in  poliomyelitis,  of  which  the  Roaf  subcutaneous  tenotomy  of  the  tensor  fascia 
lata,  the  subcutaneous  tenotomy  of  the  Tendon  Achilles,  and  the  triple  subtaloid 
arthrodesis  seem  to  be  the  most  satisfactory.    Other  studies  include  the  fate 
of  cartilage  in  severe  deformities  and  the  use  of  plastics  for  flail  knees. 
The  accent  on  all  the  research  is  directed  to  simple,  cheap  and  efficient  ways 
of  treating  the  many  problems  of  poliomyelitis  in  less  developed  countries. 

Recently  a  'branch  clinic'  has  been  opened  at  Gulu,  some  200  miles  north 
of  Kampala. 

In  1962  The  National  Fund  for  Research  into  Poliomyelitis  and  Other 
Crippling  Diseases  agreed  to  make  a  grant  of  up  to  £30,000  to  the  Department  of 
Surgery,  the  University  College  of  East  Africa,  Makerere,  for  a  programme  of 
research  into  rehabilitation  in  Africa.     It  was  understood  that  this  research 
would  be  largely  centred  on  the  Round  Table  Polio  Clinic. 

The  programme  has  two  main  aspects  -  the  medical  and  the  social.    Each  of 
these  needs  considerable  research  and  each  will  need  to  be  integrated  with  the 


other  in  order  that  the  final  product  be  achieved:     'a  patient  capable  of 
rejoining  the  society  in  which  he  lives,  and  earning  his  own  livelihood  in  this 
society'. 

The  research  contemplated  includes :- 

1.  The  Natural  History  of  Untreated  Poliomyelitis 

(a)  A  comparative  study  of  the  progress  of  patients  with  untreated  con- 
tractures compared  with  those  who  have  been  treated,  can  be  easily 
made  from  the  notes.    The  formation  of  fibrous  tissue  and  resulting 
contractures  appears  to  be  of  more  rapid  onset  in  Africans  than  in 
Europeans. 

(b)  The  investigation  of  which  particular  paralysed  state  requires  a 
caliper  and  which  paralysed  patients  can  dispense  with  calipers 
without  damage  to  their  limbs,  requires  further  work. 

(c)  The  relation  between  shortening  of  limb  and  muscle  wasting  appears  to 
be  different  in  East  Africa  from  that  with  which  one  is  familiar  in 
England.    This  requires  further  investigation  and  documentation.  As 
the  rate  of  bone  growth  is  probably  different  from  that  in  colder 
climates,  shortening  of  limbs  is  probably  less  marked.    On  the  other 
hand,  even  a  small  degree  of  shortening  of  a  lower  limb  is  important 
to  a  barefooted  patient.    Research  might  follow  the  lines  advocated 
by  Pease  in  1952. 

(d)  Nearly  all  the  Mulago  patients  with  spinal  deformities  have  not 
received  any  form  of  treatment.    The  natural  history  of  these  patients 
compared  with  patients  who  have  been  treated  might  prove  of  interest. 

(e)  An  evaluation  of  the  social  and  economic  background  of  patients  may 
well  provide  a  useful  guide  to  their  treatment  in  the  future. 

2.  Calipers  and  Crutches 

Experiments  to  find  the  most  efficient,  simplest  and  cheapest  splinting 
devices  will  continue. 

3.  Plastic  Knee  Splints 

Sixteen  children  suffering  from  flail  inferior  limbs  have  been  fitted  with 
individually  moulded  plastic  splints.    These  are  made  from  the  Vitrathene  brand 
of  polythene.    At  this  early  stage  in  the  therapeutic  trial  several  advantages 
are  apparent : - 

(i)  The  splint  dispenses  with  the  necessity  for  boots  and  calipers  in  a 
barefooted  community, 

(ii)  The  splint  is  waterproof  and  can  be  easily  put  on  and  taken  off. 

(iii)  The  splint  weighs  a  fraction  of  a  standard  boot  and  above-knee 
caliper. 

(Iv)  The  splint  is  cheap  and  easy  to  manufacture. 


To  be  of  use.  such  a  knee  splint  requires  a  stable  ankle.    Currently  only 
about  one-third  of  the  patients  with  paralysed  limbs  are  suitable  for  this 
treatment.    As  the  bed  space  situation  at  Mulago  Hospital  improves,  many  more 
patients  would  be  suitable  for  the  plastic  knee  splint  treatment,  subsequent  to 
stabilisation  of  the  foot  by  operation.    Research  will  continue. 

The  use  of  plastic  material  for  splinting  could  well  be  extended  and  much 
work  remains  to  be  done  on  this  important  aspect  of  stabilising  unstable  spines, 
elbows  and  wrists. 

4.      Straightening  of  Severely  Paralysed  Limbs 

Many  patients  are  still  first  seen  months  and  even  years  after  attacks  of 
poliomyelitis  and  contractures  of  hip.  knee  and  ankle  are  common.  Procedures 
to  correct  these  are  influenced  by  several  factors  common  to  underdeveloped 
countries,  and  in  particular  those  with  barefooted  population,  e.g.  limited 
operating  time,  the  hospital  bed  situation  and  shortage  of  physiotherapists. 
Operations  which  are  of  value  and  in  which  further  research  will  be  undertaken 


are : 


(i)  Multiple  subcutaneous  fasciotomy  and  tendomies  for  hip  and  knee  con- 
tractures, as  modified  by  Allbrook  and  Lunn  (1960). 

(ii)  Subcutaneous  tenoplasty  of  the  tendon  Achilles:    This  operation  is 
simple  and  quick,  and  permits  a  complete  correction  of  a  severe 
equinus  deformity  without  the  necessity  for  sutures.    As  a  result, 
patients  can  often  be  discharged  from  hospital  on  the  day  after 
operation,  in  a  below-knee  walking  plaster,  and  subsequently 
fitted.with  a  caliper  three  to  six  weeks  later.  . 


5.  Muscle  lendon  Transplants 

There  is  much  work  needed  to  determine  the  indications  for  muscle  and 
tendon  transplants  in  African  patients  with  poliomyelitis.  Disappointing 
results  have  been  obtained  with  a  small  series  of  transplants  round  the  ankle. 
It  is  important  in  these  patients  to  re-assess  the  best  age  at  which  to  operate, 
and  to  re-assess  the  optimum  indications  for  operation.    These  are  probably 
not  the  same  as  in  English  patients  because  of  the  differing  physical  and 
associated  economic  and  social  factors. 

6.  Arthrodesis  of  Hips,  Knees  and  Ankles 

A  re-assessment  of  the  indications  for  this  is  required  in  people  who 
squat  and  sit  on  the  floor,  rather  than  on  chairs.    Triple  arthrodesis  of  the 
subtaloid  joints  appears  to  be  indicated  more  often  than  in  a  shoe -wearing 
population,  while  arthrodesis  of  knee  and  hip  are  much  less  often  required. 

7.  The  Effect  of  Severe  Joint  Contractures  on  the  Articular  Cartilage 

The  method  of  investigation  to  be  used  is  articular  biopsy  of  selected 
paralysed  patients.    With  the  naked  eye  it  appears  that  the  lack  of  weight - 
bearing  causes  the  articular,  or  joint,  cartilage  to  become  thin.  Microscopic 
investigation  is  at  present  in  progress. 


8.  The  Causation  of  Pain  Following  Straightening  of  Flexion 
Contractures  of  Joints 

Many  cases  of  tender  knees  and  hips  are  seen  after  straightening  of  con- 
tractures.   Some  of  these  remain  tender  and  hinder  the  further  progress  of  the 
patient.    Anatomical  investigation  of  the  pattern  of  innervation  of  the  joint 
capsule  and  associated  structures  is  required  in  both  hip  and  knee,  along  the 
iines  advocated  by  Gardner  in  1948. 

9.  The  Social  and  Educational  Aspects  of  Poliomyelitis 

The  solution  of  the  social  and  economic  problems  of  rehabilitating  severely 
crippled  patients  in  economically  poor  countries  has  hardly  begun.    Much  could 
be  evaluated,  both  socially  and  educationally,  by  trained  workers  in  this  field. 
The  problems  faced  in  a  country  like  Uganda  are  very  similar  to  those  in  other 
less  developed  countries  and  their  solution  would  be  of  considerable  value. 
A  hostel  for  children  suffering  from  poliomyelitis  is  already  available  in 
Uganda.    There  are  many  important  aspects  in  connexion  with  the  rehabilitation 
of  these  patients,  with  particular  regard  to  education,  which  require  further 
time-consuming  investigation  by  a  social  worker. 

10.  The  Training  of  Ancillary  Staff 

The  valuable  by-product  of  this  research  into  poliomyelitis  would  be  the 
training  of  workers  in  the  various  fields  of  the  disease.    This  would  allow 
decentralisation,  further  training  and  expansion,  to  the  benefit  of  many  other 
underdeveloped  countries  in  Africa  and,  indeed,  throughout  the  world. 

Short  courses  for  nurses,  dealing  with  the  management  of  poliomyelitis, 
have  been  run  over  several  months  in  various  mission  hospitals.  Medical 
students  and  postgraduate  physicians  have  been  instructed  in  the  management  of 
cases.    Some  medical  staff  in  district  hospitals  have  had  courses  of  training 
in  the  simple  procedures  designed  to  prevent  the  onset  of  deformities,  and 
have  been  trained  in  the  technique  of  fitting  calipers.    Much  remains  to  be 
done  in  the  development  of  this  aspect  of  training,  but  more  staff  are  urgently 
required  to  undertake  it. 

The  following  additional  staff  will  be  recruited  for  this  research 
programme: - 

1.  A  surgeon  with  orthopaedic  training. 

2.  A  Physiotherapist. 

3.  A  secretary. 

4.  A  workshop  technician. 

5.  Other  personnel  such  as  follow-up  and  social  workers  etc. 

For  the  social  and  educational  field  the  additional  staff  will  include: - 

1.  A  social/educational  worker  (senior). 

2.  Locally  employed  staff.  < 

3.  Secretarial  and  other  help. 


It  is  hoped  to  effect  close  co-operation  in  this  work  with  the  Institute 
of  Social  Studies,  Makerere,  a  unit  with  a  considerable  reputatlpn. 

It  would  not  be  proper  to  leave  this  brief  survey  of  the  rehabilitation 
of  the  physically  handicapped  in  Uganda  without  mentioning  the  work  of  the 
Uganda  Foundation  for  the  Blind.    At  two  centres,  Salama  and  Kireka, 
rehabilitation  of  the  blind  is  carried  out.    The  former  is  a  rural  training 
centre.    In  a  country  with  a  predominantly  agricultural  economy  this  type  of 
rehabilitation  finds  its  best  use.    On  admission  to  the  average  one-year 
course  at  Salama  the  blind  person  is  placed  in  communal  work  where  he  learns 
the  discipline  of  work  and  how  to  handle  his  tools.    He  develops  good  health 
and  confidence  in  himself. 

This  communal  work,  consisting  of  bush  clearing,  rough  digging  and  weeding, 
allows  the  staff  to  ascertain  the  capabilities  of  the  man.    When  he  is 
considered  ready  he  is  given  charge  of  a  plot  of  land  of  his  own.    It  is  now 
that  he  begins  to  become  the  individual  who  will  go  back  to  work  on  his  own 
shamba.    On  this  plot  of  land  he  will  learn  all  there  is  to  be  learned  about 
the  simple  type  of  agriculture  carried  out  in  his  village.    He  will  learn  to 
prepare  the  ground,  plant,  weed  and  eventually  harvest  his  crops-    In  addition 
to  his  practical  work  he  will  also  learn  the  theory  of  agriculture.  (This 
will  give  him  some  standing  when  he  returns  home  and  can  offer  advice  to  other 
people.)    One  of  the  main  objects  of  the  course  is  to  prepare  the  blind  trainee 
psychologically  for  the  knowledge  that  he  can  be  just  as  efficient  a  farmer  as 
any  sighted  person. 

He  also  learns  Braille,  general  knowledge  and  simple  English.    On  the 
completion  of  his  training  he  is  tested  and,  on  the  results  of  his  test, 
awarded  a  certificate,    A  new  set  of  tools  helps  him  to  make  a  start  in  his 
future  life  of  independence. 


UPPER  VOLTA 


COMPARATIVE  STATISTICS 


UPPER  VOLTA 

UNITED 
KINGDOM 

U.S.  A. 

Area  (in  square  miles) 

117,760 

93,000 

3, 553,898 

Area  (in  square  kilometres) 

305,000 

240,870 

9,204,595 

Population 

3,700,000 

52,673,000 

183, 285,000 

Number  of  Doctors 

70,800 

245,000 

Population  per  Doctor 

744 

748 

Number  of  Hospitals 

3,  280 

6,923 

Number  of  Hospital  Beds 

577, 100 

1,669,789 

Upper  Volta  is  a  poor  country  with  few  natural  resources.    Help  from 
outside,  particularly  France,  is  essential  in  balancing  the  national  budget. 
The  fact  that  the  pensions  of  war  veterans  from  the  French  army  is  quoted  as 
an  important  item  of  revenue  illustrates  the  poverty  of  the  country. 

Rehabilitation  is  non  existent  except  for  the  French  Groupe  Mobile, 
based  on  Ouagadougou,  which  also  serves  the  Ivory  Coast,  Dahomey,  Togo  and 
the  Niger.     (For  details  of  a  similar  Groupe  Mobile,  see  Senegal). 


ZANZIBAR 


COMPARATIVE  STATISTICS 


ZANZIBAR 

U.S.A. 

Area  (in  square  miles) 

1,020 

93,000 

3,553,898 

AP6a    (,in  ollUiuc   A.XXU111C LI  co y 

2,  642 

240,870 

9,204,595 

Population 

300,000 

52,673,000 

183,285,000 

Number  of  Doctors 

38* 

70,800 

245,000 

Population  per  Doctor 

7,894 

744 

748 

Number  of  Hospitals 

11 

3,280 

6,923 

Number  of  Hospital  Beds 

681t 

577,100 

1,669,789 

•23  of  whom  are  in  government  service. 

ti.e.  346  general  beds,  46  maternity,  104  TB,  and  185  mental. 


Zanzibar,  which,  with  its  smaller  neighbour  Pemba.  covers  1020  square 
miles,  has  comparatively  few  disabled.    Its  famous  cloves  constitute  what  is 
virtually  a  one-crop  economy  and,  at  the  same  time,  provide  an  occupational 
disability  which  is  probably  unique  to  the  island.    To  pick  the  cloves  the 
Zanzibaris  climb  the  clove  trees  out  of  which,  from  time  to  time,  they  fall, 
hitting  the  ground  in  a  sitting  position.    The  resulting  damage  would  be 
uncommon  in  the  usual  pattern  of  industrial  disability. 

There  is  a  busy,  and  thriving  hospital  in  Zanzibar.    The  fact  that  the 
hospital  building  was  designed  or  rather  contrived  by  a  former  Chief  Secretary 
with  pretensions  but  no  ability  in  the  art  of  architecture  may  have  increased 
the  difficulties  of  the  staff.    It  has  not  lessened  their  energy  or  enthusiasm. 

Zanzibar  has  a  spontaneously  established  social  welfare  organisation 
concerning  itself  to  a  certain  extent  with  the  disabled,  together  with  other 
local  social  problems  and  employing  paid  social  workers.    So  far,  however,  the 
society's  activities  have  been  largely  limited  to  the  relief  of  financial 
hardship  and  general  welfare. 

There  appear  to  be  two  schools  of  thought  as  to  the  best  method  of 
approaching  the  rehabilitation  problems  of  an  island  the  size  of  Zanzibar.  It 
may  be  sufficient  if  good  rehabilitation  facilities  are  established  on  the  main- 
land of  Tanganyika  -  some  twenty  minutes  flying  time  away  -  and  if  Zanzibaris 
have  full  and  free  access  to  them.    On  the  other  hand  a  committee  under  the 
auspices  of  the  Red  Cross  is  considering  a  rehabilitation  centre  for  Zanzibar 
itself.    Plans  are  still  largely  unformed  but  they  are  being  built  up  around 
the  person  of  aji  ex-patriate  Sister  Tutor  who  has  recently  retired  from  service 
in  the  hospital  and  has  now  returned  to  Zanzibar  to  work  among  the  disabled. 


In  addition  a  distinguished  local  Asian  has  donated  a  sum  towards  putting  up 
and  equipping  a  building. 

At  first  the  work  will  be  mainly  on  the  social  side  but  it  Is  intended 
that  the  centre  should  also  concern  itself  with  other  aspects  of  the  rehabili- 
tation of  orthopaedic  cases  after  discharge  from  hospital.    It  is  hoped  that  a 
fully -trained  physiotherapist*  will  shortly  be  attached  to  the  Orthopaedic 
Department  of  the  Hospital.    This  would  greatJr  extend  the  scope  of  the  work 
possible  in  the  rehabilitation  centre  and  indeed  may  be  considered  almost 
essential  for  a  unit  which,  at  present,  appears  to  be  entirely  planned  around 
the  existence  of  an  elderly  volunteer  retired  from  another  of  the  ancillary 
medical  services. 


•  Since  this  was  drafted.  The  British  Committee  of  the  International  Society  for 
Rehabilitation  of  the  Disabled  has  undertaken  to  pay  the  salary  of  a  Zanzibar! 
physiotherapist. 
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